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Abstract 
Poor mental health and wellbeing are salient issues among young male adolescents, 
with young males having high rates of mental health issues and lower help-seeking 
behaviours. The aim of this study was to assess the impact of a secondary school-
based mental health and wellbeing programme targeting 11- to 13-year-old male 
adolescents. The programme was designed in response to male adolescent mental 
health issues identified by school administrators, school counsellors and pastoral care 
coordinators, and utilises the input of students and school administration staff as a 
way to develop, analyse and improve the support for adolescent males during this 
time. Data were collected using a quantitative questionnaire at baseline, post-
intervention and at a 16-month follow-up. The intervention programme was 
conducted among a cohort of secondary school males in Year 7 (n=160) at one 
school, and results were compared to an age-matched control group (n=43). Findings 
from this study illustrated the differences and similarities among female and male 
adolescents in terms of body image, self-perception and worries and concerns. In 
particular, male participants scored significantly higher than their female counterparts 
for all of the four categories using the Stunkard Scale Figure Perception Scale, 
indicating that a larger figure is both perceived and preferable. Results showed 
intervention participants increased in self-perception and decreased worries and stress. 
Body image did not change significantly in either group. The results of the current 
study bring an analytic focus to contextual influences of male adolescent mental 
health within school settings, offer a critical and comparative assessment of a school-
based mental health and wellbeing programme specifically designed for male 
adolescents in liaison with school administration and school counsellor, and develop a 
sociologically grounded argument for the integral contribution of the school 
counsellor. In addition, results illustrate the need to understand that male adolescents 
represent a special population group with unique developmental and emotional needs. 
The results of this project are intended to guide future work within the secondary 
school setting for addressing mental health and wellbeing for male adolescents.  
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Chapter 1 Introduction 
The growing international body of research on adolescent1 mental health and school-
based approaches is significantly enhancing the global dialogue on child and 
adolescent health promotion (Graham & Fitzgerald, 2010; Weare, 2010; Wei, 
Hayden, Kutcher, Zygmunt & McGrath, 2013; Weist, Evans & Lever, 2003). In 
recent years, this focus on mental health has increasingly become a priority in health 
promotion, with particular emphasis on adolescents’ mental and emotional skills 
(Graham & Fitzgerald, 2010; Patel, Woodward, Feigin & Quah, 2010). Consequently, 
there has been growing interest in preventative interventions that promote positive 
mental health and reduce the risk of mental illness and psychological distress (Guvå 
& Hylander, 2012; Kraag et al., 2007) and a corresponding focus on the development 
of school-based mental health programmes (de Jong & Griffiths, 2008; Pommier, 
Guevel & Jourdan, 2010). The need for more easily accessible, effective interventions 
for male adolescent mental health issues, marked by a heightened interest in 
childhood and adolescent mental health (DeShong Sadzewicz, 2007; Flannery-
Schroeder & Lamb, 2009), forms the basis for the current project and is explored in 
the next few chapters. 
1.1 Purpose of the Study 
In response to the absence of new school-based male adolescent research (see Chapter 
2 and 3), this research aims to investigate male adolescent mental health issues2 and 
the needs and services reported by young males for effective mental health promotion 
in schools. Aims have been arrived at by identifying and responding to research into 
school mental health promotion programmes for adolescents both in Australia and 
internationally (Brener, Martindale & Weist, 2001; Cardemil et al., 2010; Christner, 
Mennuti & Whitaker, 2009; Levitt, Saka, Hunter Romanelli & Hoagwood, 2007; 
Naidoo & Wills, 2009; Wells, Barlow & Stewart-Brown, 2003). Thus, this research 
utilises a novel study design in which the school community and students have the 
                                                 
1 This period of development corresponds roughly to the period between the ages of 10 and 19 years 
(WHO, 1986).  
2 The meanings that have been adopted for this thesis surrounding the terms mental health, mental 
health disorders, mental health problems and wellbeing and mental health promotion are outlined in 
section 2.1. 
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opportunity to shape, produce and evaluate a mental health and wellbeing programme 
specific to their contextual needs. 
This research rests on the premise that mental health and wellbeing promotion 
programmes are needed to help develop skills to prevent mental health issues among 
adolescents, and Adelman and Taylor’s (2009) proposition that as schools play a 
major role in addressing barriers to learning and teaching, the incorporation of mental 
health interventions in schools is of major importance. 
The aim of this study was to assess the impact of a secondary school-based mental 
health and wellbeing programme targeting 11- to 13-year-old boys. The programme 
was designed in response to male adolescent mental health issues identified by school 
administrators, school counsellors and pastoral care coordinators, and utilises the 
input of students and school administration staff as a way to develop, analyse and 
improve the support for adolescent males during this time. The goals of the study 
were to improve the students’ mental health and wellbeing and increase their ability to 
deal with social adjustment, resilience, worries and concerns in the school context. 
The current research utilised an intervention group and a comparative control group. 
1.2 Methodologies and Procedures 
The mental health and wellbeing programme (see Chapter 4) was delivered over a six-
month period, consisting of two two-hour workshops. The intervention school group 
sample was made up of 160 Year 7 male students aged between 11 and 13 years and 
the control group sample, comprising 43 aged matched Year 7 males at a separate 
school. Methodological details of the programme are described in Chapter 4. In each 
school, the researcher and a member of staff (typically the head of year or pastoral 
care coordinator) took responsibility for coordinating the completion of the 
questionnaires by participants and the delivery of the workshops. A quasi-
experimental design with a pre-test/post-test control group was chosen as it was not 
possible to conduct random assignment at the individual level. To address the threats 
of selection and measurement bias (Graham & Kurlaender, 2011) and to improve 
causal inference (Aussems, Boomsma & Snijders, 2011; Shadish, Cook & Campbell, 
2002), the following features were included: a pre-test, matching a control school 
from a similar socioeconomic level to the intervention school and including a six-
month post-test, and a 16-month follow-up. 
 3 
1.3 Research Questions 
The research questions below were driven by school mental health empirical findings 
(see Chapter 3).  They were also derived in conjunction with school administration 
staff and pastoral care coordinators using a whole school approach, prior to the start 
of the mental health and wellbeing intervention. A discussion with school 
administrative staff, pastoral care coordinators, school counsellors and students 
guided the design, implementation and aims of the programme. The overarching 
research question of the current project is: 
Can a mental health and wellbeing promotion programme, delivered using a 
controlled quasi-experimental research design, affect levels of worry and stress, body 
image and self-perception in Year 7 male adolescents? 
Subsidiary research questions include: 
1) How can the findings be used to inform the development of school-based 
programmes to support male adolescent mental health issues? 
2) How can the findings be used to inform the development of school and 
community health education and health promotion programmes? 
These sub-questions seek to generate insight into the individual, interpersonal and 
school aspects of school mental health and wellbeing promotion programmes in the 
context of New South Wales (NSW) schools. These questions are also designed to 
have broader implications for understanding and responding to male adolescent 
mental issues in the context of a school environment, specifically how they affect 
male adolescents’ knowledge, attitudes and mental health status. 
1.4 Context of the Problem 
Mental health in young adolescents is important as it influences development through 
the life course, having important consequences for social and educational attainment 
in primary and secondary school and occupational success in adulthood (Adi, 
Killoran, Janmohamed & Stewart-Brown, 2007; Copeland, Shanahan, Costello & 
Angold, 2009). According to the Substance Abuse and Mental Health Services 
Administration (SAMHSA, 2010), 45.1 million (19.9%) adults aged 18 and older in 
the United States (US) were diagnosed with some type of mental health disorder in 
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2009. Among those with mental health disorders, 30% were aged 18 to 25 
(SAMHSA, 2010). Specific current international estimates for the prevalence of 
depression among children and adolescents are 3% and 6% respectively (Sharma, Atri 
& Branscum, 2013). Twenty-five to 50% of adolescents are also reported to 
experience some form of anxiety (Lack & Green, 2009). 
In Australia, similar figures are seen, with the prevalence of mental health problems 
among children aged four to 12 years reported as being approximately 14% 
(Australian Institute of Health and Welfare, 2011a; Sawyer et al., 2001). This rises to 
19% among adolescents aged 13 to 17 years (Australian Institute of Health and 
Welfare, 2011b; Sawyer et al., 2000) and increases again to 27% among young adults 
aged 18 to 24 (McLennan, 1997). In any one year, the prevalence of depressive 
disorders among the adolescent population can range from 1% to 8% (Costello, 
Mustillo, Erkanli, Keeler & Angold, 2003). According to the current body of research, 
one in five adolescents in Australia may also experience significant symptoms of 
emotional distress, most commonly as depression (Australian Institute of Health and 
Welfare, 2003, 2011a, 2011b). In addition, approximately one third of the young 
people that have been diagnosed with a mental health disorder suffer from two or 
more psychiatric disorders at the same time (Warner & Pottick, 2004), making them 
more difficult and expensive to treat and diagnose (Sheidow, McCart, Zajac & Davis, 
2012). 
The prevalence and incidence of poor mental health and wellbeing is high in 
Australia, particularly among young people aged 16 to 24 years, with one in four 
young Australians experiencing a mental health disorder (Australian Institute of 
Health and Welfare, 2010, 2011b). Further, the majority of mental illnesses, including 
depression, have their onset in adolescence, with over 75% of mental disorders 
commencing before the age of 25 years (Burns, Morey, Lagelee, Mackenzie & 
Nicholas, 2007; Hickie, Fogarty, Davenport, Luscombe & Burns, 2007; Jones, 2013; 
Lin, Reniers & Wood, 2013; McGorry, Bates & Birchwood, 2013). 
The plethora of studies concerning adolescent mental health in Australia indicates that 
mental health concerns are associated with overall poor self-concept in early 
adolescents, including poor physical, social and academic self-concepts (Jung & 
Forbes, 2013; Lawler & Nixon, 2011; Murray, Rieger & Byrne, 2013; Rowling, 
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2006), as well as low overall self-esteem (Barrett, Lock & Farrell, 2005; Frigerio et 
al., 2009). Affective problems often also lead to further complications, such as school 
academic failure, violence, self-medication with alcohol and drugs (Collins, Woolfson 
& Durkin, 2013; MacPhail & Verdun-Jones, 2013; National Institutes of Health & 
Substance Abuse and Mental Health Services Administration, 2010; Owens, 
Stevenson, Hadwin & Norgate, 2012) as well as the inability to thrive socially and 
vocationally (Hickie, Koschera, Davenport, Naismith & Scott, 2001). Thus, mental 
health problems during adolescence have long been implicated in adverse behavioural 
and health outcomes, including academic difficulties, suicidal behaviour and social 
impairment (Fröjd et al., 2008). 
While the impact of poor mental health and wellbeing is significant across the whole 
population, including young adolescents, it is particularly visible among young males 
(Degney et al., 2012). Suicide is the largest single cause of death in young Australian 
males aged 15 to 24, accounting for 24 per cent of deaths in this age group (Australian 
Bureau of Statistics [ABS], 2012), with male youth suicide rates in rural areas double 
those of metropolitan areas (ABS, 2011). Mortality rates in young men with mental 
illness are also significantly higher than in those without mental illness (Degney et al., 
2012). The ABS National Survey of Mental Health and Wellbeing (ABS, 2011) 
reports that 5% of all mentally ill people have been incarcerated in their lifetime, 
compared with only 1.8% of the non-mentally ill. Degney et al. (2012) add that when 
comparing the prevalence of incarceration with mental illness in young males, those 
that suffer poor mental health are 2.8 times more likely to be put into detention. 
Poor mental health and wellbeing among adolescent males causes considerable costs 
to Australian society as a whole. The annual cost of mental illness in Australia has 
been estimated at $20 billion (ABS, 2011). Mental illness in young men aged 12 to 25 
costs the Australian economy $3.27 billion per annum in lost productivity (Degney et 
al., 2012). It is also estimated that the Federal Government bears 31% of this cost via 
direct health costs,3 disability welfare payments, unemployment benefits and the 
direct costs of imprisonment.4 Australia loses over 9 million working days per annum 
                                                 
3 Direct cost refers to expenditure by the Federal Government. 
4 Direct costs of imprisonment relate to the operational costs associated with running a prison (Degney 
et al., 2012). 
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on account of young men having a mental illness, with an additional 9.5 days on 
average out of their working role per year (Degney et al., 2012). Young men with a 
mental illness also have much lower rates of educational attainment than their peers, 
further limiting their skills development, and their long-term earning potential is 
reduced by $559 million per year (Degney et al., 2012). Data from a recent United 
Kingdom (UK) study supports these findings, suggesting that mental health problems 
are rooted in adolescence and contribute to the significant costs associated with 
mental health and wellbeing (Anderson, Jané-llopis & Hosman, 2011). 
The flow-on impacts of mental illness, including drug and alcohol disorders, 
antisocial behaviour, loss of employment and relationship breakdown, become 
increasingly apparent the longer mental illness is untreated (Degney et al., 2012; 
Loyola, 2010; McKay et al., 2010). This pattern of expenditure may suggest that a 
major problem in addressing the mental health needs of young Australians is their 
lack of access to and uptake of mental health services. The limited use of mental 
health services by adolescents is consistently highlighted by research (Cauce et al., 
2002; Saunders, Resnick, Hoberman & Blum, 1994; Zwaanswijk et al., 2007; 
Zwaanswijk, Verhaak, Bensing, van der Ende & Verhulst, 2003). The 2007 Australian 
National Survey of Mental Health and Wellbeing (ABS, 2008) found that while 
adolescents had the highest prevalence of mental disorders, they had the lowest rates 
of receiving services in the previous 12-month period. The rate of service use was 
especially low for young men, with only 13% of those with mental health disorders 
accessing services (ABS, 2008).  
Similarly, the majority of those accessing psychologist and other allied mental health 
services in 2012 were female, comprising nearly double the number of males 
(Australian Institute of Health and Welfare, 2012). Differences between adolescent 
males and females are also highlighted in mental health research in relation to help-
seeking behaviour and variables such as attitudes, intentions and barriers (Rickwood, 
Deane, Wilson & Ciarrochi, 2005; Walcott & Music, 2012; Wei et al., 2013). 
Adolescent males have been shown to seek less help from all sources across the early 
and mid-adolescent years compared to their female peers (Deane, Wilson, Ciarrochi 
& Rickwood, 2002; Rickwood et al., 2005; Wilson, Deane, Biro & Ciarrochi, 2003). 
In addition, findings from a number of studies suggest there is frequently a reluctance 
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by young males to use help even when they are able to identify sources of support 
(Karin Du Plessis, Hoiles, Field, Corney & Napthine, 2009). Young male adolescents’ 
reluctance is further exacerbated by a fear of stigma, embarrassment, an over-
emphasis on being self-reliant (Gulliver, Griffiths & Christensen, 2010; Meredith et 
al., 2009) and internalised gender norms (Degney et al., 2012). The socialisation 
process and associated gender roles contribute to their sense of vulnerability. Social 
norms have encouraged young men to hide their vulnerabilities, with perceptions 
around masculinity resulting in many young men equating masculinity with self-
reliance and independence (Balla, 2013; Walcott & Music, 2012). By extension, this 
often results in young men being unlikely to seek help during their formative young 
adolescent or adult years (Walcott & Music, 2012). These high levels of reported 
mental health and wellbeing difficulties in young people indicate a significant 
opportunity to improve the mental health and wellbeing of this vulnerable population, 
and young males in particular. 
Services focusing on optimising young peoples’ mental health as well as reducing 
identified mental health problems have been suggested as a cost effective way of 
reducing the economic burden of adult mental illness (Miles, Espiritu, Horen, Sebian 
& Waetzig, 2010). Research also suggests that ‘it is biologically and economically 
more efficient to get it right the first time, than to attempt to fix things later on when 
problems are entrenched’ (Bayer et al., 2009, p. 696). Thus, the increases in the 
prevalence of mental health and wellbeing problems and their associated health 
consequences and costs have been recognised in the growing research on health 
promotion approaches in schools (Adelman, 2010; Pommier et al., 2010). While only 
16% of young people receive any mental health services, the overwhelming majority 
(70%–80%) receive them in the school setting (Hoagwood & Erwin, 1997; Rones & 
Hoagwood, 2000). For the majority of these young people, the school system provides 
the only source of mental health service that they accept and utilise (Burns et al., 
1995; Hoagwood & Erwin, 1997; Weare & Markham, 2005). This is particularly the 
case for adolescent males (Degney et al., 2012). 
In response to multifaceted social and personal problems, schools are thus positioned 
as one of the key sites for delivering programmes, which, in conjunction with families 
and a range of other community and national agencies, can help with mental health 
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promotion among adolescents (Adelman & Taylor, 2009; Mental Health Foundation, 
2001; Pommier et al., 2010; Weare, 2000). Schools have been regarded as having the 
greatest potential for making valuable contributions to reducing mental health and 
wellbeing problems (Mittelmark, Kickbusch & Rootman, 2007; Naidoo & Wills, 
2009). This is for the most part due to the amount of time adolescents spend at school; 
convenient access to the majority of the adolescent population in the one 
environment; the ability of schools and their personnel to engage parents, family and 
the greater community in preventative efforts; and the positive impact that has been 
observed from the exposure to mental health and wellbeing programmes in the school 
environment (Armbruster & Lichtman, 1999; Hussey & Guo, 2003; Kliche, 
Plaumann, Nöcker, Dubben & Walter, 2011; Nabors, Weist & Reynolds, 2000; 
Robinson & Rapport, 2002). Contributing to this construct, the World Health 
Organization (WHO) describes the school as a priority setting for health promotion, 
because it meets the needs of young people during the formative years of their 
development (Mittelmark et al., 2007). 
Specific types of school-based mental health promotion interventions have been found 
to improve both educational and mental health functioning (DeShong Sadzewicz, 
2007; Flay, 2002; Herman, Reinke, Parkin, Traylor & Agarwal, 2009; Miller, Brehm 
& Whitehouse, 1998; Rones & Hoagwood, 2000). The impact of implementation 
quality on academic performance of school-wide mental health promotions was 
assessed by Dix, Slee, Lawson and Keeves (2012) in an Australian mental health 
initiative, KidsMatter. Their findings suggest that school implemented mental health 
and wellbeing programmes may improve learning outcomes for students equivalent to 
an extension of six months more schooling by Year 7 (Dix et al., 2012). Thus, as 
morbidity and comorbidity among adolescent mental health and wellbeing disorders 
are high (Copeland et al., 2009), universal school-based interventions that integrate 
different strategies have the potential to alleviate multiple problems (Collins et al., 
2013). In addition, they offer the prospect to optimise the application of new skills 
learnt (Domitrovich et al., 2010; Greenberg, Domitrovich & Bumbarger, 2001). 
Therefore, several initiatives clearly support the need and mandate for integrating 
mental health and wellbeing programmes into the educational setting (Reddy, De 
Thomas, Newman & Chun, 2009). This provides a clear focus for preventative 
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strategies and public mental health research that utilise features of school mental 
health and wellbeing frameworks, such as the current project. 
Regardless of evidence that mental health and wellbeing is not stable during 
adolescence (Lamb & Murphy, 2013; Long, Huebner, Wedell & Hills, 2012; Tonmyr, 
Williams, Hovdestad & Draca, 2011), most studies evaluating the mental health and 
wellbeing of adolescents and the relative impact of school interventions explored 
these issues mainly in a female context rather than proportionally with male 
adolescents in mind (see Pinto-Foltz, 2009; Schinke, Fang & Cole, 2008). Further 
most school-centred studies were based on samples of predominantly Caucasian 
female adolescents, leaving minority ethnic youth understudied. Such oversight is 
problematic, as these populations are just as likely to exhibit higher levels of mental 
health problems and the development of severe mental health disorders during this 
period (Balla, 2013; Bennett, Ambrosini, Kudes, Metz & Rabinovich, 2005). 
Despite the growing Australian and international interest in mental health promotion 
and prevention programmes (Wei et al., 2013), there is a dearth of mental health 
programmes in Australia specifically designed for male adolescents. The female 
predominance in the diagnosis of mental health disorders and in interventions is a 
well-documented, cross-cultural phenomenon (Parker & Brotchie, 2010; Weissman & 
Klerman, 1977). Further, although mental health and social insecurities are prevalent 
in females (Felczak, 2011; Parker & Brotchie, 2010), these issues are also uniquely 
exhibited and prevalent in male adolescents (Bennett et al., 2005; Fletcher, 2008; 
Weller, Kloos, Kang & Weller, 2006). This relative neglect may be due to the 
complexities associated with studying young males, made even more complicated by 
the physical and consequently emotional changes associated with puberty and the 
social importance of peers through this stage of development. Supporting males 
through adolescence is becoming an important strategy for health promotion. It is this 
linkage and interaction between risk factors and vulnerability that are of interest in 
this research. 
The expansion of services and the increase in the number of areas concerned with the 
prevention of mental health problems pose challenges in implementation in the school 
framework (Birchwood & Singh, 2013; Wood & Mayo-Wilson, 2012). Programmes 
implemented in schools were also diverse in their attributes and settings and 
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consequently in their evaluation strategies (Center for Mental Health in Schools, 
2006; Collins & Dozois, 2008; DeShong Sadzewicz, 2007; Naidoo & Wills, 2009; 
Wells et al., 2003). As Christodoulou et al. (2011) state: ‘The challenges now are to 
evaluate programmes and practices in these settings and populations, and to monitor 
the mental health effects of interventions in fields other than mental health’ (p. 12). 
Thus, beyond the delivery of mental health care services in public health arenas lies a 
deficit paradigm that directs health promotion practice and research efforts towards 
the diverse field of intervention rather than prevention (Miller-Lewis, Searle, Sawyer, 
Baghurst & Hedley, 2013; Pinter-Grigoras, 2011). Specific mental health and 
wellbeing promotion programmes are needed to address this gap and the possible 
health concerns that may develop for young males during this transitory phase of life. 
School-based programmes are an effective avenue to make these programmes more 
accessible and responsive to the needs of young males. 
Given the significance of the school setting for influencing mental health patterns and 
the urgency of implementing more effective initiatives to promote positive mental 
health among youth (Adelman & Taylor, 2009; Barrett & Pahl, 2006; DeShong 
Sadzewicz, 2007; Nabors, Leff & Mettrick, 2001; Pommier et al., 2010), researchers, 
schools and practitioners need to work together to ensure that contextually appropriate 
interventions are integrated into teaching practice (Cameron, Bauman & Rose, 2006; 
Christner, Mennuti & Pearson, 2009; Green, 2001, 2006; Leatherdale, Manske, Wong 
& Cameron, 2009). While this phenomenon of school and researcher collaboration 
has increasingly been shown to have utility and feasibility in youth development (Li, 
Mattes, Stanley, McMurray & Hertzman, 2009; Powers & Tiffany, 2006; St Leger, 
Kolbe, Lee, McCall & Young, 2007), an approach where young people are involved 
in enhancing and optimising the effectiveness of health promotion activities among 
young people is a relatively new practice (Birchwood & Singh, 2013; Graham & 
Fitzgerald, 2010; Liegghio, Nelson & Evans, 2010; Powers & Tiffany, 2006). 
Recent studies in the US have noted that participatory research can lead to benefits for 
young people, schools and the broader community, including providing young people 
with meaningful roles and giving youth an increased sense of agency and personal 
efficacy (Boser, 2006; Ehde et al., 2013; Powers & Tiffany, 2006). This type of 
research has also been shown to engage key stakeholders, thus generating useful data 
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that contribute to programme and organisational improvement and enhancing 
mobilisation around important social issues (Boser, 2006; Lofman, Pelkonen & 
Pietiela, 2004; Powers & Tiffany, 2006). Potential research benefits, including 
increased relevance and sustainability of interventions, are also outlined in the 
literature (Blumenthal et al., 2006; Gibbs et al., 2008; Lamb & Murphy, 2013, 
Wallerstein & Duran, 2006). Such an approach can make a powerful and important 
contribution to professional knowledge and practice among adolescents 
(Groundwater-Smith & Irwin, 2011), and can promote youths’ sense of meaningful 
engagement in school and a sense of efficacy and mattering (Ozer, Ritterman & 
Wanis, 2010). Engaging youth in research and evaluation not only generates practical 
knowledge, but can also provide opportunities for the development and empowerment 
of youth participants (Lee & Kenrick, 2010; Powers & Tiffany, 2006). De Winter, 
Baerveldt and Kooistra (1999) point out: 
Helping children to articulate their opinions on their environment, 
stimulating them to develop social responsibility appears to be a 
crucial, but often forgotten factor in the prevention of psychosocial 
problems and the promotion of health and wellbeing. Therefore, a 
serious dialogue with children in matters concerning their own quality 
of life, in other words, encouraging children’s participation, should both 
be considered as a basic right, and as a precondition for the promotion 
of health and wellbeing. (p. 16) 
Current approaches to young people’s mental health and wellbeing also mirror the 
understanding that children and adolescents are populations of concern, effectively 
framing social and emotional education from a risk standpoint (Graham & Fitzgerald, 
2010). 
In 2009, Calear, Christensen, Mackinnon, Griffiths and O’Kearney conducted a 
randomised controlled trial among school-aged students at 30 schools across 
Australia. The aim of the study was to investigate the effectiveness of MoodGYM, an 
online, self-directed cognitive-behavioural therapy (CBT) programme in preventing 
and reducing the symptoms of anxiety and depression in an adolescent school-based 
population. Anxiety symptoms of participants in the intervention condition were 
reduced significantly more than those for participants in the wait-list control condition 
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at post-intervention and the six-month follow-up. Small effects were observed at each 
time point (d=0.15–0.25), with the strongest effects observed at six-month follow-up. 
Findings also suggested that the MoodGYM programme not only reduces current 
levels of depressive symptoms but may also prevent the development of new cases of 
depression (Calear et al., 2009). While the effects obtained for anxiety were not as 
great as those published in a previous face-to-face Australian school-based study 
(Lowry-Webster, Barrett & Dadds, 2001; Lowry-Webster, Barrett & Lock, 2003), 
they are stronger than those reported by Sheffield et al. (2006), who found no 
significant effects at post-intervention or follow-up in a similar Australian based 
study. Thus, Calear et al. (2009) propose that the effects obtained provide support for 
the utility of universal prevention programmes in schools. 
Other research conducted in both Australian and international contexts support the 
findings of Calear et al. (2009), suggesting that there is a vigorous case to be made for 
strengthening investment in mental health promotion in schools (see Christodoulou et 
al., 2011; David-Ferndon & Kaslow, 2008; Hickie & Walter, 2009; Kazdin & Weisz, 
2010). Nind and Weare (2009) propose a similar concept and build upon the existing 
knowledge of the key principles of effective interventions and appropriate 
approaches, by adding findings from the systematic reviews and from papers about 
the interventions themselves. Such studies indicate that significant mental and social 
processes and capabilities can be developed in and through school mental health and 
wellbeing interventions. 
The improvement of mental health services for young people requires the extension of 
school services to offer interventions for young adults with developmental problems, 
high-risk behaviours associated with emerging personality disorders and those with 
mental health and wellbeing problems disorders (Lamb & Murphy, 2013). This 
requires the creation of more collaborative links with primary care such as schools 
and other agencies or personnel such as psychologists, teachers and researchers 
(Appleton & Pugh, 2011; Munoz-Solomando, Townley & Williams, 2010). In a study 
conducted in the US (Mulvaney-Day, Rappaport, Alegría & Codianne, 2006), the 
main objective was to implement a series of initiatives in a school aimed at improving 
the behavioural and academic functioning of students from racial and ethnic minority 
backgrounds. The descriptive three-phase study used multiple qualitative methods (in-
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depth interviews, focus groups, workshops, stakeholder dialogue groups, observations 
and authors’ reflections) to develop activities aimed at assessing mental health and 
wellbeing problems. In addition, the researchers hoped to address the problem of 
disproportionate referrals to special education for emotional disorders and improve 
mental health services in the school for children from racial and ethnic minority 
backgrounds (Mulvaney-Day et al., 2006). It was found that by using a participatory 
research approach they were able to observe the underlying complexity and systemic 
connections that need to be addressed in the development and implementation of 
mental health interventions in the school environment. They concluded that it was 
through this approach, and a deeper understanding of the needs of members, that they 
were able to generate viable substantive and meaningful mental health interventions 
(Mulvaney-Day et al., 2006). 
A recent Canadian study similarly engaged a collaborative, school-based participatory 
action research project, aimed to provide young Aboriginal women with an 
opportunity to manage their body image experiences in an effective manner (McHugh 
& Kowalski, 2011). Using a core group of seven young Aboriginal women from a 
local high school, the authors developed initiatives for action at the individual, school, 
provincial and national levels. They worked collaboratively with participants to create 
and implement action initiatives focused on the goals of promoting positive body 
image experiences (e.g., development of school wellness policy), encouraging self-
expression (e.g., through weekly writing group) and creating awareness (e.g., through 
various media) (McHugh & Kowalski, 2011). Components of this programme 
included shared experiences where questions and issues were raised in a safe and 
respectful setting, which encouraged self-expression. Discussions with participants 
also revealed that the programme positively impacted self-esteem (Williams & 
Ferber, 2008). The authors suggest that the success of the programme stems from 
youth engagements, and the creation of a safe environment for young people to bond 
and share their experiences (McHugh & Kowalski, 2011). The success and relevance 
of the various action initiatives taken up by this instance highlight the need to develop 
school-based body image and self-esteem programmes for young people and suggest 
that high schools should bring the young people and researchers together to 
effectively implement effective school-based initiatives. 
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Moreover, several studies recommend or report on the connection between improved 
self-esteem and improved health among youth. For example, Amaro (2001) argues 
that prevention interventions that focus on relationship-building and developing 
healthy connections can be helpful in improving self-esteem and that this will 
improve health promoting behaviours. In a systematic review of programmes that 
aimed to improve adolescent sexual and reproductive health through positive youth 
development strategies, it was found that effective programmes empowered youth, 
engaging them and creating meaningful opportunities for involvement in the direction 
and content of the programme. O’Dea and Abraham (2000) conducted an intervention 
to improve self-esteem in male and female adolescents for the purpose of reducing the 
risk of eating disorders and found improved self-esteem and body image as well as 
improvements in anxiety and depression. This self-esteem intervention was 
particularly important because it showed the greatest impact on those students who 
were most at risk of mental health issues.  
However, Bay-Cheng, Lewis, Stewart and Malley (2006) suggest that while the 
empowerment of youth is a frequent goal of such programmes, it may be impeded by 
misguided discussion. The authors suggest there is the need for more critical 
reflection when integrating empowerment practices. These findings indicate that the 
inclusion of self-esteem and participant-oriented components in interventions may be 
particularly valuable for youth‐specific mental health programming. The research also 
highlights the strengths of using participatory research methodologies when engaging 
young people, but highlights the need for them to be motivated by a genuine interest 
in their views and the importance of having a clear purpose that is well communicated 
to young people and is respectful of their role as contributors to the success of the 
programme (Stafford, Laybourn, Hill & Walker, 2003). The nature of the current 
research, which is contingent on the school environment and organisation, requires a 
power biased towards adults (National Children’s Advisory Council, 2009). While 
this involvement is often within the bounds of an adult agenda, a study conducted in 
the UK noted that young people saw this form of participation as very valuable 
(Stafford et al., 2003). This is all significant, particularly in response to the need to 
tailor programmes and make them effectual and accessible to male adolescents. 
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There is a critical necessity to develop and test a range of interventions aimed at 
improving mental health and wellbeing, help-seeking knowledge, attitudes, perceived 
barriers, intentions and ultimately help-seeking behaviour (Deane et al., 2002), 
particularly among young males. Further study and evidence-based research are also 
required to better understand gender differences relating to mental health and 
wellbeing and their impact on the implementation and effectiveness of interventions. 
In addition, attending to diversity is a key aspect of gender-based programme design, 
evaluation and analysis. Extending this, Degney et al. (2012) recognise that while in 
recent times there has been increase in the scope and depth in mental health and 
wellbeing research on females of middle-class, European descent, there remains 
insufficient attention to issues among male adolescents. This research reports the 
results of such a mental health and wellbeing intervention programme. 
Research designs in the education and mental health fields have expanded in breadth 
and collaboration as both schools and researchers increase their dialogue in the Health 
Promoting Schools Framework (Rowling, 2003). Recent research conducted by Nind 
and Weare (2009) has led to an awareness regarding the potential of research and 
mental health programmes to impact positively on adolescents’ mental health and 
wellbeing. What is now required is twofold: 
1. Evidence particular to adolescent males in the Australian context. 
2. An explanation and investigation into how mental health care programmes 
are designed, implemented and evaluated for male youth. 
1.5 Significance of the Study 
Given that schools play a privileged and strategic role in the lives of young people 
and that schools have the capacity to promote social and emotional functioning 
(Herman et al., 2009), there is evidence that school-based interventions can increase 
the mental health and wellbeing of adolescents. However, there is a dearth of 
multifaceted intervention programmes that target male adolescents’ mental health and 
wellbeing. In fact, there have been very few targeted interventions for adolescent boys 
in secondary settings, despite the accelerated increase in mental health problems 
reported among this group (Bennett et al., 2005; Degney et al., 2012; Fletcher, 2008). 
If school-based interventions do not target mental health and wellbeing problems and 
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protective factors5 among adolescent boys, they are likely to exhibit higher levels of 
mental health problems and develop severe mental health disorders during this period 
(Balla, 2013). The consequences and costs for individuals and society as a whole will 
also continue to increase (Degney et al., 2012). 
An insufficient number of studies to date have investigated the process of youth and 
school participation in mental health and wellbeing programmes (Lamb & Murphy, 
2013). By understanding the needs of the students and the benefits of quality mental 
health promotion programmes and education, the current research gains a deeper 
understanding of the needs and mental health issues among Australian male 
adolescents. This research is, therefore, intended to inform practice by providing a 
framework for schools and classroom teachers to administer and deliver youth-centred 
programmes specifically designed for male adolescents and their mental health issues. 
Implications for practice are evident in both direct service and programme levels in 
schools. Schools could utilise the results of the study to add to or enhance their 
existing strategies for individual or group mental health and wellbeing programmes 
with male adolescents. 
As the research base of effective programmes begins to grow, it is also important to 
determine elements of replication to identify how these programmes can be 
transferred to different schools, school systems and populations of students and to 
identify barriers to successful implementation. By utilising the concept of mental 
health and school collaboration, this research draws together separate areas of 
research in designing and evaluating comprehensive and interconnected approaches to 
mental health promotion in secondary schools for male adolescents that can be 
tailored to other specific school-based interventions and approaches. Moreover, the 
identification of factors associated with promoting mental health can inform the 
design and further development of evidenced-based promotion, prevention and 
treatment interventions in schools to enhance male adolescent psychosocial wellbeing. 
This research project enables local health and education systems to plan, tailor and 
evaluate school mental health and wellbeing programmes based on evidence. In its 
                                                 
5 Protective factors are resources that promote resilience by reducing risk or by buffering the impact of 
stress on wellbeing (Copeland-Linder, Lambert & Ialongo, 2010). 
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intention to align the school environment and adolescent community with mental 
health promotion and prevention, the amalgamation will not only enrich and deepen 
how the school communities interpret and understand male adolescent positive mental 
health, but will also provide us with a greater opportunity to understand and improve 
those processes. This will be particularly significant in the Australian context and 
among adolescent males, as this approach involves targeting those participants who 
are most in need of an intervention, thereby ensuring a more tailored delivery, 
increased participation, decreased exposure of adverse-related stigma and potential 
longer term changes in mental health and wellbeing.  
To address some of the shortfalls of the current school-based interventions (examined 
further in Chapter 3), this research designed and implemented a mental health and 
wellbeing programme in one secondary school. It was a multifaceted programme, 
which specifically targeted adolescent boys as part of a whole-school programme (see 
Chapter 4). 
The current research therefore attempts to make three major contributions to the 
comparative study of school-based mental health and wellbeing programmes in 
Australia.  It makes an original theoretical contribution by bringing analytic focus to 
contextual influences of male adolescent mental health within school settings, thereby 
building upon recent advances in the study of mental health and wellbeing. Second, it 
makes an original empirical contribution as the first work to offer a critical and 
comparative assessment of a school-based mental health and wellbeing programme 
specifically designed for male adolescents in liaison with school administration and 
school counsellor. Third, it develops a sociologically grounded argument for the 
integral contribution of the school counsellor, and applies this argument to assess the 
democratic potentialities and limits of new school-based strategies of engaging male 
adolescents. 
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1.6 Limitations 
Although all efforts were made to adhere to standardised research designs and 
consistent study protocols, uncontrollable circumstances existed that may have 
influenced the results of the study. These were: 
1) The location of the school at which the presentation was completed. 
Participants from intervention and control groups were limited to one 
geographical area in NSW, which means care was taken when interpreting 
results and making generalisations about the findings to other localities in 
Australia. 
2) Lack of randomisation and the use of a smaller size compatible control group. 
Schools, rather than students, were assigned to either intervention or 
monitoring condition. To address the threats of selection and measurement 
bias (Graham & Kurlaender, 2011) and to improve causal inference (Aussems 
et al., 2011; Shadish et al., 2002), the following features were included: a pre-
test; matching a control school from a similar socioeconomic level to the 
intervention school, which enabled comparisons to be made; a post-test and a 
10-month follow-up. 
3) Measurement of variables, especially those outcomes assessed by self-report 
measures. Repeated assessments and programme measures may have 
motivated participants in the intervention group to report improvements in 
worry and stresses, body image and physical self-perception. In addition 
questionnaires were limited to specific responses, which may or may not 
accurately represent the attitudes, opinions or perceptions of the participants, 
who may have been forced to choose a response that does not absolutely 
match their perceptions or attitudes. However, the self-report questionnaire 
items have been validated (Gardner & Brown, 2010; O’Dea, 1998, 1999) and 
have also been verified by clinicians as being accurate in identifying mental 
health and wellbeing issues (Rey, Grayson, Mojarrad & Walter, 2002). 
Research into mental health services for young people is critical to understanding and 
identifying the unmet needs, patterns of participation or use as well as the adequacy 
and effectiveness of health promotion provision (Birchwood & Singh, 2013; Davis, 
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Koroloff & Ellison, 2012; Lamb & Murphy, 2013). As such, research regarding the 
mental health of young males is important in addressing both the alarming rates of 
death and disability related to mental health and the critical nature of assessing the 
overall state and future of Australian society (Christodoulou et al., 2011; Eckersley, 
2009; Gallegos, 2008). 
1.7 Overview of Thesis 
Although giant strides have been made in recent years in the field of mental health 
and wellbeing and school intervention, the effectiveness of school-based collaboration 
and male adolescent interventions is still being questioned. The work described in the 
following chapters attempts to highlight current empirical and theoretical trends in 
school-based mental health promotion programmes and identify existing research and 
knowledge gaps in the fields of health, education and psychology, all of which are 
relevant to this study. The succeeding chapters will also outline the methodology and 
report the findings of a trial aimed at assessing the impact, acceptability and potential 
efficiency of a school-based mental health and wellbeing programme for adolescent 
boys in one secondary school. 
Chapter 2 and Chapter 3 describe the framework for promotion, prevention and early 
intervention in schools. These chapters also reviews and evaluates school-based 
mental health and wellbeing programmes and approaches that promote mental health 
and wellbeing. A review of the literature related to youth mental health, paying 
specific attention to how it has been defined, and more recent conceptualisations 
among schools and male adolescents is included. Additionally, these chapters will 
explore a model of the spectrum of interventions for mental health, comprising 
promotion, prevention, early intervention, treatment and continuing care, is also 
described in detail. A detailed background of the research and a rationale for the 
current study are also provided. 
Chapter 4 describes the methodology used in this research. Descriptions of the 
research purpose, structure setting, design, delivery, measurement instruments utilised 
to define identified variables, data collection procedures, data management and 
analysis techniques are provided. 
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Chapter 5 to Chapter 8 report the findings of the adolescents’ mental health and 
wellbeing programme and the impact of the mental health and wellbeing programme 
on their body image, physical self-perception and worries and stresses. 
Finally, Chapter 9 provides a discussion and summary of the main findings, compares 
them with other similar studies and then explains the findings against the backdrop of 
current literature. A discussion of the limitations of the study and future areas of 
research to be considered are also covered. This final chapter also provides 
recommendations for future secondary school-based multifaceted programmes, 
particularly those that target or focus on adolescent boys. 
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Chapter 2 Background Literature on Adolescent 
Mental Health and Wellbeing 
The following examination of literature is divided into two main chapters.  The first 
examines issues surrounding male adolescents’ mental health and wellbeing.  The 
second chapter explores adolescent mental health issues in the context of school-
based mental health interventions.  Collectively, these two chapters highlight current 
empirical and theoretical work in school-based mental health promotion programmes 
and identify existing research and knowledge gaps in the fields of health, education 
and psychology, all of which are relevant to this study, with its focus on young males 
and mental health. 
This chapter is divided into two sections, the first of which clarifies terminology 
surrounding mental health and wellbeing and their relevance to this research. The 
second section examines mental health issues prevalent among adolescents in current 
international and Australian contexts. This section commences with the prevalence of 
mental health and wellbeing issues among young people. By looking at patterns in 
mental health over time, this section also aims to narrow its focus to the importance of 
mental health programmes, particularly for male adolescents. Factors that influence 
adolescent mental health both individually and collectively are then explored.  
2.1 Definitions and Clarification of Key Terms 
The following definitions are provided to guide understanding of themes specific to 
the study. 
2.1.1 Adolescence 
Adolescence is a period of rapid physical, psychosocial, cognitive and emotional 
change between childhood and adulthood (Crosnoe & Johnson, 2011). Adolescence 
begins with the onset of physiologically normal puberty and ends when an adult 
identity and behaviour are accepted (Sacks, 2003). Woodman and Wyn (2013) argue 
that the current concepts of adolescence as a transition do not adequately portray the 
ways in which risks are created by social processes, or the way in which people 
respond to these risks. They also propose that current youth policies in Australia draw 
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implicitly on the concept of development or transition as being a normative perception 
of adulthood (Woodman & Wyn, 2013). With a focus on risk and social inclusion, 
mental health literature indicates that while successful transitions to adulthood are 
thought to be linear, they are increasingly diverse (Cuervo & Wyn, 2012; J Wyn, 
Lantz & Harris, 2012). Research within a transitions framework equally provides a 
wealth of evidence that transitions to adulthood have become more complex and 
diverse in the last few decades (Furlong & Cartmel, 2007; Leccardi & Ruspini, 2006; 
Nairn, Higgins & Sligo, 2012). Nevertheless, this period of development corresponds 
roughly to the period between the ages of 10 and 19 years (WHO, 1986). This study 
focuses on the age range of 11 to 14 years. 
2.1.2 Mental health and wellbeing 
Formulating a clear and concise definition of mental health and indicators of its 
measurement is a continual challenge for researchers and affiliated mental health 
services. The definitions of mental health and related concepts have been contested 
over time (Christodoulou et al., 2011). The many criticisms of the existing definitions 
are combined with the added difficulty of various definitions based on culture or 
ethnicity (Christodoulou et al., 2011; MacDonald, 2006; Vaillant, 2012; WHO, 
2004a). Such debates have often led to the postulation of multiple and, often, 
opposing perspectives (Grinde, 2012). In the academic literature and in educational 
policy circles, debate has also arisen about the nature of the construct of ‘positive 
mental health’ or, as it is also referred to, ‘mental wellbeing’ (Adi, Killoran et al., 
2007; Christodoulou et al., 2011, p. 5). The following definitions, concerning mental 
health, mental health disorders, mental health problems and wellbeing, outline the 
meanings that have been adopted for the current research. 
2.1.2.1 Mental health 
The WHO (2004a) sees positive mental health as a unified state that allows 
individuals to realise their abilities, cope with the normal stresses of life, work 
prolifically and make a contribution to their community. The ability to form mutually 
satisfying and enduring relationships is also widely recognised as another important 
component of mental health (WHO, 2002). Arnold and Janssen-Breen (2006) 
recognise health as not only including wellbeing but also characteristics such as a 
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balanced state, growth functionality, transcendence and empowerment, demonstrating 
the complexity of the concept. In addition, Suldo and Shaffer (2008) define mental 
health as a complete state of being, consisting of positive factors such as life 
satisfaction, self-acceptance and social contribution rather than simply the absence of 
illness or disorder. Kazdin (1993) also maintains that mental health encompasses 
optimal functioning or wellbeing in psychological and social domains, as well as the 
absence of psychosocial dysfunction. This is also well exemplified by the definition 
of health accepted by Australia’s Indigenous culture: ‘health is not just the physical 
health wellbeing of the individual but the social, emotional, and cultural wellbeing of 
the whole community. This is a whole-of-life view and it also includes the cyclical 
concept of life-death-life’ (Australian Health Ministers’ Advisory Council, 2004, p. 
4). The Australian Aboriginal concept of positive mental health (with reference to 
social inclusion) noted by Kovess-Masferty, Murray and Gureje (2005) is also 
significant for its broad, holistic perspective. 
The UK Mental Health Foundation (2001) review highlights the nature and 
importance of positive mental health. Its definition of mental health, which 
encompasses aspects of both emotional wellbeing and social functioning, utilises the 
term wellbeing and stresses the equal importance of a holistic perspective. Essential to 
the current research, this definition has been adopted to inform the theory, practice 
and evaluation of the mental health and wellbeing school-based intervention 
programme. 
2.1.2.2 Mental health disorders and illness 
Historically, mental health has been simplistically defined in the health literature as 
the absence of mental illness (Maddux, 2002; Wells et al., 2003). Traditional mental 
health diagnosis is similarly defined by the presence or absence of internalising (e.g., 
depression, anxiety) or externalising disorders (e.g., conduct disorder or associated 
symptoms). The most universally used diagnostic system that provides common 
language and standard criteria for the classification of mental disorders, field 
communication and the standardisation of research is the Diagnostic and Statistical 
Manual of Mental Disorders (DSM). The first DSM (American Psychiatric 
Association, 1952) was based on the medical model that viewed behavioural and 
emotional problems as ‘mental disease’. Previously, the emphasis of mental health 
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was on the presence or absence of psychopathology as a way to diagnose individuals. 
Additionally it has been embedded in psychological and behavioural characteristics 
(Fischer, 2012).  
During the interwar years, subsequent editions of the DSM followed, emphasising a 
somatic viewpoint.6 These were of limited diagnostic utility as they offered relatively 
broad categorisations of mental disorders (Kawa & Giordano, 2012). Mental illness 
was seen as a term applied to people with a diagnosed mental disorder. Following this 
time, the conceptualisation of psychopathology largely shifted from recognising 
mental conditions as distinct from mental health, to considering mental health and 
illness on a continuum of variable severity (Double, 2002). The second DSM 
(American Psychiatric Association, 1968) was also more closely aligned to the WHO 
classification schemes (Double, 2002). DSM (1952) and DSM (1968) thus represented 
a shift towards a more clinical mind-set and making general distinctions between 
psychotic and non-psychotic conditions (Fischer, 2012). 
However, DSM-III (American Psychiatric Association, 1980) signalled a change in 
approach. While the DSM (1952) and DSM (1968) had used comparisons to 
prototypical descriptions for diagnosis, DSM-III (1980) used checklists of features, 
considerably enhancing diagnostic reliability. Being the first to define mental 
disorder, DSM-III (1980) was also extremely important in legitimising psychiatry as a 
medical specialty (Zimmerman & Spitzer, 2005). The focus of mental health was then 
primarily centred on the presence of illness and problems within social relationships 
and the environment (American Psychiatric Association, 2000). These adjustments 
coincided with changes in the wider social context, including both World Wars, and 
changes in the medical and psychiatry fields, including the establishment of the 
WHO, and an increased awareness of differences in health needs of children, 
adolescents and adults (Fischer, 2012). 
This evolution of the DSM also resulted in: (1) a theoretical shift in the 
conceptualisation of mental disorders; (2) the development of the multi-axial 
diagnostic system; (3) the inclusion of new disorders and the expansion of previously 
                                                 
6 Relating to or affecting the body, distinguished from a body part, the mind or the environment; 
corporeal or physical (American Heritage, 2003). 
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defined disorders; (4) a ‘lateral’ reorganisation of disorders into discrete, broad 
categories that entailed merging a number of disorders and eliminating others; and (5) 
a shift that reinforced the descriptive, somatic orientation in all subsequent DSMs. 
Particularly pertinent is Rogler’s (1997) analysis, which highlighted this progression 
and its subsequent inclusion throughout almost all of mental health practice, education 
and training to date. These changes had influence on practices, public attitudes and 
mental health interventions. For example, previous research on adolescent 
psychological functioning focused on a negative, symptom-based definition of mental 
health. Under this conceptualisation, if an adolescent did not meet the criteria for a 
particular disorder, he or she was considered subclinical and no intervention would 
follow, ignoring positive factors and markers of wellbeing. These revisions have 
aided the notion that mental health is more than the absence of illness. 
Recent revisions of the DSM (American Psychiatric Association, 1994, 2000, 2013) 
have utilised a multi-axial approach. The most recent revision, DSM-5 (2013), makes 
use of results from neuroscience in order to more directly address the connections 
between psychiatry and the rest of medicine, with the aim of facilitating a clearer 
dialogue between mental health professionals and their medical colleagues outside of 
psychiatry (Kupfer & Regier, 2011). This makes it possible for mental health services 
and interventions to be oriented around promoting wellbeing as well as treating illness 
(Slade, 2010). This evolution points to the need for mental health professionals and 
researchers to support both the reduction of mental illness and the improvement of 
mental health. In the current study, the term mental illness refers to a number of 
diagnosable disorders that significantly interfere with an individual’s cognitive, 
emotional or social abilities. Mental health problems will be used to refer to the full 
range of mental health issues, including mental distress that may not be based on 
current psychiatric or medial models. 
2.1.2.3 Wellbeing 
In recent decades, agencies have envisaged mental health as encompassing emotional 
health and wellbeing (Weare & Markham, 2005) and emotional and social 
competence (Department for Education and Skills, 2001; Weare, 2000; WHO, 2010). 
This paradigm shift is seen in the more comprehensive conceptualisation of mental 
health that includes markers of wellbeing (Diener, 2000; Seligman & 
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Csikszentmihalyi, 2000). Recent research suggests that an absence of psycho-
pathology does not equate with complete mental health and that wellbeing and 
psychopathology are not at opposite poles of the same continuum (Keyes, 2006). This 
shift calls for a focus on examining indicators of prevention and positive psychology. 
Offering a psychometric point of view, some researchers suggest that the construct of 
mental wellbeing is independent of the construct of mental illness (Adi, Killoran et 
al., 2007). Two distinct perspectives on mental wellbeing are currently presented in 
the academic literature: the hedonic perspective, which focuses on the subjective 
experience of happiness and life satisfaction, and the eudaimonic perspective, which 
focuses on psychological functioning and self-realisation (Adi, Killoran et al., 2007; 
Ryan & Deci, 2001; Westerhof & Keyes, 2010). The components of emotional and 
social wellbeing during adolescence that have been well researched include: pro-
social behaviour, healthy peer relationships and self-esteem (Weare, 2000). All of 
these perspectives have informed distinct bodies of research in positive mental health 
and have since been translated to contemporary psychology (Deci & Ryan, 2008). 
This has clear implications for this current project, including topics and elements 
covered in the programme (see Chapter 4). 
Due to the paucity of instruments relating to the study of mental wellbeing, the 
concept is often operationalised as the absence of mental health problems (Adi, 
Killoran et al., 2007), despite the term mental wellbeing being capable of subsuming 
autonomy, emotional regulation, resilience, self-efficacy and self-esteem (Fraillon, 
2004). Nevertheless, current research indicates that both mental wellbeing and mental 
illness may represent separate but correlated dimensions of health (Adi, Killoran et 
al., 2007; Westerhof & Keyes, 2010). This has resulted in a shift towards recognising 
the benefits of the promotion of mental health and wellbeing and prevention of mental 
health problems. 
The definition of wellbeing used in the current research has been influenced by three 
different, but related, constructs comprising of life satisfaction, positive affect and 
negative affect (Diener, 2000). Life satisfaction refers to both global and domain-
specific (school, family, friends) judgments of one’s life. Positive affect involves 
experiencing pleasant emotions and moods, such as interested, proud and delighted. 
Negative affect involves experiencing unpleasant emotions and moods, for example, 
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lonely, sad and frightened. Therefore, in the current research, wellbeing refers to: 
individuals’ cognitive faculties, that is, their anxiety, stress or other negative 
emotions; and their social interaction, that is, their ability to engage in relationships 
and their interactions with others, along with their ability to function in society and 
meet the demands of everyday life. 
2.1.3 Participation 
In his review of the evidence on school health promotion, Stewart-Brown (2006) 
states ‘it is becoming increasingly clear that research on promoting health requires a 
variety of methodological approaches, including process- and outcome-based 
evaluation, and quantitative and qualitative methods’ (p. 16). However, a recurring 
issue in discussing both the theory and the application of health promotion methods is 
the multiple ways in which participation has been defined. 
The term participation has been defined in many differing ways, being seen as a 
product or outcome, a process and as an intervention (Health Development Agency, 
2000). While its precise definition remains debated and ambiguous (Rifkin, 2009), 
participation in the current research refers to the active involvement of citizens or 
stakeholders in a programme that is meant to benefit the health of the community or 
population they belong to (Fienieg, Nierkens, Tonkens, Plochg & Stronks, 2011; 
Rosato et al., 2008; WHO, 1991). Further, it is useful to make a distinction between 
mobilisation, that is, getting people to do what professionals think is best (Jackson, 
2007), and involvement, which according to WHO terminology, entails having people 
decide what they think is best (WHO, 1998b, 2011). The current research further 
defines participation within a development approach, which recognises the need to 
involve disadvantaged segments of the population in the design and implementation 
of policies concerning their wellbeing. The current study enables participation from 
major stakeholders by utilising the role of school-based professionals to contribute 
expertise and resources. 
2.1.4 Evaluation 
According to the WHO (1998a), evaluation in health promotion aims to produce 
information that can be used by those who have an interest in the improvement and 
effectiveness of interventions. However, as illustrated by Merzel and D’Afflitti (2003) 
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in their systematic literature review of 32 community-based health promotion 
programs, the definition and use of evaluation in the field of health promotion has 
raised particular problems. They identify five key issues: (1) methodological issues, 
including the choice of participants and analysis; (2) the influence of secular trends 
and the difficulty in separating the impact of health promotion programmes from 
these trends; (3) smaller than expected effects; (4) limitations of the health promotion 
programmes, including their duration, insufficient tailoring to reflect local conditions 
and the difficulty for community-level programmes to ensure sufficient community 
penetration; and (5) limitations of theory because of the complexity of 
conceptualising the relationship between multiple interventions and multiple levels of 
influence (Merzel & D’Afflitti, 2003). 
More recently, Fertman and Allensworth (2010) note that while it is important to 
know the type of programme evaluation needing to be conducted, it is crucial to first 
know what questions are to be answered and what decisions are to be made on the 
basis of the collected data. Evaluation in health promotion research provides feedback 
on the quality of the intervention; identifies problems, solutions and circumstances 
under which implementation will succeed; increases knowledge of what 
components/activities contribute to the outcomes achieved; and allows for changes to 
be made during the intervention or programme (Linnan & Steckler, 2002; Nakkash et 
al., 2011). The mental health literature has also encouraged evaluation at many levels, 
including the interpersonal, organisational, community and policy levels (Potvin & 
Goldberg, 2012). Accurately collecting, understanding and evaluating information is 
thus critical to research, particularly health promotion research in schools. The 
development and diffusion of innovative evaluative practices are, therefore, central to 
health promotion practice (Potvin & Goldberg, 2012) as well as the current research 
project. Therefore, underpinning this body of research is the investment in school-
based evaluation and a need to provide evidence of the impact of interventions. 
Following this, actions and priorities in the current research are defined by the school 
and students in partnership with the researcher. 
The primary goal of the next section is to review literature that establishes a link 
between adolescents, particularly young males, and mental health and wellbeing 
problems. Additionally, section 2.2 attempts to review literature concerning mental 
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health services and the prevalence of mental health issues to young people in 
Australia. Lastly, section 2.2 provides an overview of effective programmes and 
models for implementation, their advantages and disadvantages, and their connection 
with meeting the mental health and wellbeing needs of male adolescents. 
2.2 Patterns of Mental Health and Wellbeing 
Adolescence can be a critical developmental period characterised by diverse 
biological, cognitive and psychosocial changes (Crokett & Petersen, 1993; Evans et 
al., 2005; Kazdin, 1993; Muir et al., 2009); increased academic, vocational and social 
responsibilities; shifting interpersonal dynamics; and changing perceptions (Shortt & 
Spence, 2006). During this time, life presents opportunities for the development of 
psychological difficulties and engagement in erratic behaviours (Crokett & Petersen, 
1993; Evans et al., 2005). At the same time, young people are faced with increased 
demands and challenges (Muir et al., 2009; Weare, 2000). Accordingly, the number of 
adolescents with declining mental health has been increasing both in terms of 
numbers and in complexity of mental health and wellbeing problems in the last 
decade. Further, Gluckman and Hanson (2006) show that, while the timing of puberty has 
remained constant throughout human history, since the mid-twentieth century there has 
been an unique separating in time of the two aspects of adolescence, that is, biological 
(developing mature reproductive capacity) and psychological transitions (taking up ‘adult 
roles’).  
Research has argued that this ‘mismatch’ has led to an increase in the number of young 
people experiencing deterioration of their mental health and wellbeing during the first 
year of high school, as they not only deal with academic concerns during this time, 
but may also have to face transformations in identity formation, moral reasoning, 
interpersonal relationships, cognitive development and social perspective (Briggs, 
2009; Gluckman & Hanson, 2006; Pascarella & Terenzini, 2005). The mental health 
literature suggests that the causes of contemporary fears of youth vary, but have 
emerged across time because of adolescents’ exposure to global events (e.g., trauma, 
disasters, war, diseases), television/media and societal changes (Burnham, 2009). As 
such, Australian and international research has advocated that young people form a 
critical target group for mental health promotion (Rowling, 2006). The mental health 
and wellbeing of individuals during adolescence and the associated physical, 
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psychological, social and emotional consequences (Frigerio et al., 2009; Rowling, 
2006) are examined in following sections. 
2.2.1 Prevalence of adolescent mental and wellbeing problems 
In Australia, the prevalence of mental health problems among children aged 4 to 12 
years is approximately 14% (Australian Institute of Health and Welfare, 2011a; 
Sawyer et al., 2001) rising to 19% among adolescents aged 13 to 17 years (Australian 
Institute of Health and Welfare, 2011b; Sawyer et al., 2000) and increasing again to 
27% among young adults aged 18 to 24 (McLennan, 1997). In any one year, the 
prevalence of depressive disorders among the adolescent population can range from 
1% to 8% (Costello et al., 2003). One in five adolescents experiences significant 
symptoms of emotional distress (most commonly depression) (Australian Institute of 
Health and Welfare, 2003, 2011a, 2011b) and in the UK and US, approximately 10% 
of adolescents suffer from serious behavioural and emotional problems (Glied & 
Cuellar, 2003; Knopf, Park & Mulye, 2008). 
In Australia and New Zealand, several studies have found an increase in the 
prevalence of mental health problems over several decades. In Queensland, Connell, 
Irvine and Rodney (1982) surveyed 986 children aged 10 to 11 years, reporting an 
overall prevalence of psychiatric disorders of 14%. A decade and a half later, the child 
and adolescent component of the National Survey of Mental Health and Wellbeing 
(Sawyer, Miller-Lewis & Clark, 2007) surveyed a total of 1490 adolescents aged 13 
to 17 years, and found that 13% to 19% of adolescents had mental health problems. 
The lifetime prevalence of major mental health issues in Australia appears to have 
increased dramatically in the last decades (Australian Institute of Health and Welfare, 
2010). 
Research also shows mental health disorders have become more prevalent in 
adolescents (Duggal, Carlson, Sroufe & Egeland, 2001). According to several of the 
most recent Australian Institute of Health and Welfare reports (Australian Institute of 
Health and Welfare, 2010, 2011b), around one in four Australians aged 16 to 24 years 
has a mental disorder. In addition, approximately, one third of the young people that 
have been diagnosed with a mental health disorder suffer from two or more 
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psychiatric disorders (Warner & Pottick, 2004), making them more difficult and 
expensive to treat (Sheidow et al., 2012). 
The prevalence of mental health disorders in Australia is consistent with several 
studies is North America and Europe (see Bilenberg, Petersen, Hoerder & Gillberg, 
2005; Costello et al., 1996; Costello et al., 2003; Ezpeleta et al., 2007; Ford, 
Goodman & Meltzer, 2003; Frigerio et al., 2009; Steinhausen, 2006). For example, 
one of the first epidemiological studies of mental disorders in adolescents was 
conducted in Italy among 3418 students, aged between 10 and 14 years (Frigerio et 
al., 2009). The study found that the overall prevalence of mental disorders in Italian 
adolescents was approximately 8.2%.  
Similarly, psychosocial problems reported in adolescents in the US have increased 
from approximately 7% to 19% over the past 20 years (Committee on School Health, 
2004; Kelleher, McInerny, Gardner, Childs & Wasserman, 2000). In 1991, 12% to 
15% of adolescents in the US between 11 to 17 years of age showed significant 
psychosocial problems (Brener, Martindale et al., 2001). In the US in 1999, 21% of 
children and adolescents, aged 9 to 17, had a diagnosable mental disorder (Anglin, 
2003; Semansky, Koyanagi & Vandivort-Warren, 2003; US Department of Health 
and Human Services (USDHHS), 1999). Estimates of the prevalence rates of 
childhood and adolescent mental health disorders worldwide now range between 15% 
and 22% (Kazdin & Weisz, 2003; Kessler et al., 2005; WHO, 2002). Approximately 2 
million adolescents in the US, aged 12 to 17 years, experienced a major depressive 
disorder during 2008 (Substance Abuse and Mental Health Services Administration 
(SAMHSA), 2009). According to the US National Institutes of Health and Substance 
Abuse and Mental Health Services Administration (2010), in this same age group, the 
prevalence of young people with diagnosable mental health disorders is one in five. 
Young people who experience these mental health difficulties face challenges that 
have the potential to negatively impact their educational attainment, socioeconomic 
status, weeks worked in a year, individual earnings and family income (Delaney & 
Smith, 2012; Jonsson et al., 2011). Poor mental health is also associated with social 
inequality and social disconnection (Herrman & Jane-Llopis, 2012) and has 
consequences for employment and social justice, including likelihood of incarceration 
(Mason et al., 2010; Tandon & Solomon, 2009; Undheim & Sund, 2010). In one study 
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from the US, Delaney and Smith (2012) emphasise that mental health problems in 
young people are associated with a 37% decline in family income, three times greater 
than the decline related to having physical health problems. Moreover, mental health 
problems during adolescence could interfere with the process of forming a social 
network and intimate relationships and developing social skills (Chen, Cohen, 
Johnson & Kasen, 2009; Jonsson et al., 2010; Jonsson et al., 2011).  
Poor mental health and wellbeing is also associated with lower levels of peer support, 
social functioning, family functioning, academic engagement and achievement, and 
higher levels of anxiety, hyperactivity, aggression and drug use (Jaycox et al., 2009). 
In addition, young people with mental health problems may experience sleep 
problems, psychomotor retardation or agitation, fatigue or lack of energy, difficulty 
thinking or making decisions, preoccupation with death, irritability, physical or 
somatic complaints, and failure to make expected weight gains (Jonsson et al., 2011; 
Merrell, 2008). Poor mental health and wellbeing during adolescence is, therefore, 
associated with diverse but significant physical, psychological, social and economic 
consequences (Delaney & Smith, 2012; Herrman & Jane-Llopis, 2012; Jonsson et al., 
2011; Kieling et al., 2011) that may persist at least a decade into early adulthood 
(Naicker, Galambos, Zeng, Senthilselvan & Colman, 2013). 
The flow-on impacts of poor mental health and mental health illness, including drug 
and alcohol disorders, antisocial behaviour, loss of employment and relationship 
breakdown, become increasingly apparent the longer mental illness is untreated 
(Degney et al., 2012; Loyola, 2010; McKay et al., 2010). Moreover, in Australia 
mental health problems and disorders make up the highest burden of disease among 
young people, accounting for almost 50% of the burden among this age group (Begg, 
Vos, Barker, Stanley & Lopez, 2011; Patel, Flisher, Hetrick & McGorry, 2007). 
Accordingly, the direct health care costs of adolescent mental health and wellbeing 
are significant, even without the predicted expenditure on poor mental health-related 
consequences continuing into adulthood. 
Particularly relevant to the current study is the potential economic and societal cost of 
young males’ mental health and wellbeing. Poor mental health and wellbeing among 
adolescent males causes considerable costs to Australian society as a whole. The 
annual cost of mental illness in Australia has been estimated at $20 billion (ABS, 
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2011). Australian research has found that mental illness in young men costs the 
Australian economy $3.27 billion per annum in lost productivity, with the Federal 
Government bearing 31% of this cost through direct health costs, disability welfare 
payments, unemployment benefits and the direct costs of imprisonment (Degney et 
al., 2012). In addition, mental illness in male adolescence has been shown to have a 
significant influence on an individual’s productivity in adulthood (Goodman, Joyce & 
Smith, 2011; Stengard & Appelqvist-Schmidlechner, 2010).  
The impact of youth mental illness on education through increased absenteeism, drop-
out rates and difficulty in learning can also compound the potential negative impacts 
on employment (Access Economics, 2009; Degney et al., 2012). Further, over 9 
million working days per annum are also lost on account of young men having a 
mental illness, with Australian men on average having an additional nine days out of 
their working role per year (Degney et al., 2012). In addition, while not all attributable 
to mental illness, the financial cost to Australia as a result of suicide and suicidal 
behaviour is reported to be $17.5 billion (Mendoza & Rosenberg, 2010). Such 
findings are especially significant for young adolescent males, as suicide is the largest 
single cause of death in young Australian males aged 15 to 24, accounting for 24% of 
deaths in this age group (ABS, 2012). Young male adolescents seem to bear the cost 
of factors associated with poor mental health and wellbeing, including reduced 
productivity, lower education, lost income and higher rates of mortality well into 
adulthood. 
2.2.2 Unmet mental health needs of adolescents 
This pattern of expenditure may suggest that a major problem in addressing the 
mental health needs of young males is their lack of access to, and uptake of, mental 
health services. Between 12% and 22% of youth under the age of 18 have need for 
mental health intervention to address emotional or behavioural difficulties (Center for 
Mental Health in Schools, 2006), yet a persistent finding from adolescent studies is 
that only a minority of individuals with mental health problems receive treatment. 
Despite the evidence that a large number of young people are diagnosed or are at risk 
of disorder, as few as 40% of young people experiencing mental health problems 
receive help (Kataoka, Zhang & Wells, 2002), and only 20% receive specific mental 
health services (Burns et al., 1995). Sawyer et al. (2007) state that only 31% of 
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adolescents in Australia are identified by their parents as having mental health 
problems and only approximately 20% of those who identified themselves as having 
problems, attended mental health professional services. The SAMHSA (2009) report 
that only 38% of adolescents, aged 12 to 17 years, in Australia diagnosed with a 
mental health disorder during 2008 received treatment, giving rise to concerns 
regarding mental health service use in adolescence. In a similar study conducted by 
Frigerio et al. (2009) in Italy, over 80% of participants with significant mental health 
problems had not consulted mental health services. 
Rignel and Stum (2001) estimate that mental health services, including those in the 
school environment, in the US meet the needs of 31% of white children but only 13% 
to 22% of Hispanic, black and other minority group children. In Australia, less than 
one third of young people who were experiencing mental health problems in 1999 
were in contact with a professional service in a 12-month period (Sawyer et al., 2000) 
and fewer people than expected (0.4% of the total population) consulted either 
primary or specialist sectors for mental health concerns (Issakidis & Andrews, 2006). 
Recent evidence underscores the profound impact of untreated mental disorders 
during adolescence on the overall health of young people (see Aarons et al., 2008; 
Schinke et al., 2008). The majority of adolescents who could benefit from mental 
health services and health promotion programmes never receive care (Kenny, Oliver 
& Poppe, 2002), despite the fact that early identification, treatment and health 
promotion can make a difference in facilitating positive outcomes (McArdle et al., 
2011). 
The limited use of mental health services by adolescents is consistently highlighted in 
research (Cauce et al., 2002; Saunders et al., 1994; Zwaanswijk et al., 2007; 
Zwaanswijk et al., 2003). Findings from the 2007 Australian National Survey of 
Mental Health and Wellbeing (ABS, 2008) showed that while adolescents had the 
highest prevalence of mental disorders, they had the lowest rates of receiving services. 
The rate of service use was especially low for young men, with only 13% accessing 
services, in spite of a prevalence rate of 23% (ABS, 2008). These high levels of 
reported mental health and wellbeing difficulties in young people, and the limited use 
of mental health services, indicate a significant opportunity to improve the mental 
health and wellbeing of young males. 
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During their school years, many adolescents will have the first onset of symptoms that 
may lead to mental health concerns later in life, resulting in a significant impact on 
the health and wellbeing of adults (Colman, Ploubidis, Wadsworth, Jones & 
Croudace, 2007; Kessler et al., 2005; Licence, 2004). Over 75% of mental disorders 
commence before the age of 25 years (Burns et al., 2007; Hickie et al., 2007; 
McGorry, Purcell, Hickie & Jorm, 2007). Clark et al. (2001) determine that adults 
suffering from recurrent depression have initial episodes as adolescents. Due to the 
developmental changes and challenges that adolescents may experience, they are at a 
higher risk of developing mental health issues, particularly in terms of an escalation of 
the incidence of depression (Jacka et al., 2010; Shortt & Spence, 2006; Small & 
Covalt, 2006).  
Adolescence can be a turbulent developmental period fraught with potential threats to 
mental health (DiClemente, Santelli & Crosby, 2009). Perceiving the need for mental 
health programmes is not only important in receiving mental health services, but it is 
also useful in estimating the proportion of the population with unmet needs. Further, 
the prevalence of mental health issues among adolescents is substantial and appears to 
be increasing over time (DeShong Sadzewicz, 2007; Lehmkuhl, Walter & Lehmkuhl, 
2008; Small & Covalt, 2006), although some evidence suggests that the increase 
reflects better identification and awareness of child and adolescent mental health 
issues (Husky et al., 2011). Intrinsically, therefore, the argument concerning the need 
for mental health promotion is often formed solely by citing statistics about the high 
incidence rate of mental disorders among this age group (Monshat, Vella-Brodrick, 
Burns & Herrman, 2012). Nevertheless, as many adulthood mental health problems 
have their roots in adolescence, identifying mental health and wellbeing problems and 
providing prevention and intervention programmes is a promising strategy (Jané-
Llopis, Katschnig, McDaid & Wahlbeck, 2011; Ottova, Hjern, Rasche, Ravens-
Sieberer & RICHE Project Group, 2012), particularly in times of profound societal 
changes (Mortimer & Larson, 2002). It is, therefore, critical to develop and implement 
early mental health and wellbeing promotion programmes for young people. 
2.2.3 Disparities in male adolescent health 
While the impact of poor mental health and wellbeing is significant across the whole 
population, including young adolescents, it is particularly visible among young males 
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(Degney et al., 2012). For example, in Australia, young men have higher rates of 
suicide, antisocial behaviour and drug and alcohol problems than young women 
(Degney et al., 2012), with male youth suicide rates in rural areas being double those 
of metropolitan areas (ABS, 2011). Moreover, mortality rates of young men with 
mental illness are significantly higher than of those without mental illness (Degney et 
al., 2012). Further, the ABS National Survey of Mental Health and Wellbeing (ABS, 
2011) reports that 5% of all mentally ill people have been incarcerated in their 
lifetime at one point, compared with 1.8% of non-mentally ill people. Degney et al. 
(2012) report that young males who are incarcerated are nearly three times more 
likely to suffer poor mental health than the general adolescent population. These high 
levels of reported mental health and wellbeing difficulties in young males, and 
subsequent costs explained above, indicate a significant opportunity to improve the 
mental health and wellbeing of Australia’s young male adolescents. 
While less prominent in the research, there is recent evidence from the literature that 
mental health issues are significantly affecting young males (Bennett et al., 2005). 
Further, although mental health and social insecurities are prevalent in females 
(Felczak, 2011; Parker & Brotchie, 2010), these issues are also uniquely exhibited and 
prevalent in male adolescents (Bennett et al., 2005; Fletcher, 2008; Weller et al., 
2006). For example, Ahnlund and Frodi (1996) hypothesise that males with mental 
health problems may present with more externalising disorders, such as behavioural 
and attention complaints. Lack of attachment to school and later delinquency, 
predicted by poor school attachment (negative feelings about one’s school) and poor 
school commitment (lack of investment in schoolwork) also appears to have a 
stronger impact on males (Freidenfelt Liljeberg, Eklund, Fritz & af Klinteberg, 2011). 
In addition, research suggests that, compared to females, males with poor mental 
health more frequently experience psychomotor changes, feelings of worthlessness 
and decreased concentration (Carter, Joyce, Mulder, Luty & McKenzie, 2000; 
Scheibe, Preuschhof, Cristi & Bagby, 2003). An awareness of these potential 
differences may be helpful in the designing and implementation of mental health and 
wellbeing interventions. 
Differences between adolescent males and females are also found in mental health 
research in relation to help-seeking behaviour and variables, e.g. attitudes, intentions 
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and barriers, with adolescent males being much less likely than females to seek help 
for emotional problems (Deane et al., 2002; Wilson et al., 2003). The mental health 
literature has also documented that females are more likely than males to recognise 
mental health symptoms, less likely to see mental health treatment as stigmatised, and 
more willing to seek treatment for mental health issues (Gulliver et al., 2010; O’Neil, 
2008; Vogel, Wester, Hammer & Downing-Matibag, 2013). It is, therefore, not only 
important to understand that young males do not seek psychological help, but also the 
reasons why they do not seek it in order to develop appropriate and efficacious 
interventions. 
Gender differences may also reflect differential rates of denial or other reporting 
biases (Botvin, 2000; Parker & Hadzi-Pavlovic, 2004; WHO, 2002). Males are also 
more likely to avoid recognition or deny the presence of a problem in the first place 
(Offer, Schonery & Ostrov, 1991), and are, therefore, less likely to be treated (Jonsson 
et al., 2011; Mackenzie, Gekoski & Knox, 2006). Findings from a number of studies 
suggest young males are frequently reluctant to use sources of help even when they 
are able to identify them (Karin Du Plessis et al., 2009). This is exacerbated by young 
males’ fear of stigma and embarrassment, an over-emphasis on being self-reliant 
(Gulliver et al., 2010; Meredith et al., 2009), negative help-seeking attitudes 
(Mackenzie et al., 2006) and internalised gender norms (Degney et al., 2012). It is 
important to provide information about sources of help to underserved populations, 
such as males, in order to improve their willingness to seek the assistance of 
psychological professionals and mental health services (Mackenzie et al., 2006). 
The socialisation process and gender roles also contribute to the sense of vulnerability 
among male adolescents. Findings from recent literature further acknowledge that 
body image and the subsequent mental health and wellbeing of male adolescents are 
inexorably linked (Bird, Halliwell, Diedrichs & Harcourt, 2013; Murray et al., 2013). 
Social norms have encouraged young men to hide their vulnerabilities, with 
perceptions of masculinity equating it with self-reliance and independence (Balla, 
2013; Walcott & Music, 2012). Masculinity is seen as the opposite to being 
dependent, resulting in young men being unlikely to seek help during their formative 
young adolescent or adult years (Walcott & Music, 2012). Barriers to the accurate 
identification and treatment of mental health problems can, therefore, stem from 
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gender stereotypes, which reinforce this social stigma and constrain help-seeking 
along stereotypical lines (Gonzalez, Alegria & Prihoda, 2005; Richardson & Carroll, 
2009). Innovative ways to engage young males in preventative mental health and 
wellbeing dialogue are needed, particularly in relation to environments where young 
males congregate, such as in the school environment. Mental health programmes, 
therefore, have the challenge of refuting stereotypes in order to engage males. 
The help-seeking behaviours of young male adolescents are fundamental to their 
mental health and wellbeing. Unless effective mental health responses are 
implemented for young males, in terms of services and sources of support that male 
adolescents will use and meet their needs, mental health problems and mental 
disorders will remain a substantial obstacle to the improvement of wellbeing for 
Australian male adolescents. 
2.2.4 Predictors of negative and positive indicators of youth mental health 
In mental health research biological, psychological or environmental variables that 
increase the likelihood to develop poor mental health are defined as risk factors 
(Gallegos, 2008). Protective factors have been described as the variables that give 
individuals resilience to face adversity and moderate the impact of stress symptoms 
on their social and emotional wellbeing (Barrett & Turner, 2004). Research has 
attributed differences in mental health status to complexities in the population, 
including class, education, socioeconomic status, gender, ethnicity, age and place of 
residence (Kavanagh et al., 2009). Individual and demographic characteristics are said 
to play a major role in the onset of psychopathology in adolescence (Ford, Goodman 
& Meltzer, 2004). In childhood and early adolescence, demographic variables have 
been found to affect the course of adolescent and youth mental health, including 
gender, low socioeconomic status, race and age (Dodge & Pettit, 2003; Lewinsohn, 
Joiner & Rohde, 2001; McCauley et al., 1993; Rao et al., 1995; SAMHSA, 2010). 
Mental health and wellbeing, including mental disorders such as depression, are often 
seen as multi-dimensional, as depression, for example, is usually rooted in a variety of 
risks factors, including individual, familial and social risk factors (Rey & Birmaher, 
2009). Research on risk and protective factors is important in understanding the 
complexity of contributing factors in the implementation and design of mental health 
and wellbeing promotion programmes for adolescents. 
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2.2.4.1 Gender 
Studies that have focused on the differences in the prevalence of mental health 
disorders have suggested that gender differences are exhibited in the prevalence, 
incidence and severity of mental problems such as depression and anxiety disorders 
(see Balla, 2013). Research suggests that gender impacts the prevalence and incidence 
of mental health disorders, with a greater prevalence in females, beginning as early as 
puberty (Angold & Rutter, 1992; Canals, Marti-Henneberg, Fernández-Ballart & 
Domènech, 1995; Garrison, Jackson, Marsteller, McKeown & Addy, 1990). Further, 
there are significant differences in the patterns and symptoms of the disorders, with 
differences notably reported across age groups (WHO, 2002). 
The US National Survey of Adolescents showed that in 1995, 16% of male and 19% 
of female adolescents met the majority of diagnostic standards for a major mental 
health problem, as defined by the DSM-III (Kilpatrick et al., 2003). However, in 
another American study, Knopf et al. (2008) report that diagnosis of mental health 
issues in adolescent boys (12.3%) was more likely than for girls (10.9%). Further, the 
percentage of young people aged 11 to 14 reported by a parent to have serious or 
minor difficulties with emotions or behaviour difficulties may differ for males and 
females as well as for racial subgroups of youth (SAMHSA, 2010). In 2008, in the 
US, the percentage of young males (6.5%) reported by a parent as having serious 
emotional and behaviour difficulties was greater than of young females (3.4%). 
Similarly, the percentage of adolescents reported as having minor emotional and 
behaviour difficulties was greater for males (20.7%) than for females (12.4%) 
(SAMHSA, 2010). Costello et al. (1996) also report that mental disorders in the US 
are more common in boys than in girls, especially in terms of externalising behaviours 
(e.g., conduct disorder or associated symptoms), but state that this only applies during 
childhood and pre-adolescence. 
An opposite trend is observed in adolescence, with girls showing higher rates of 
internalising behaviours (e.g., depression, anxiety) (Frigerio et al., 2009; Gelder, 
Lopez-Ibor & Andreasen, 2000). Weller et al. (2006) have similarly suggested gender 
difference plays a role in the expression of poor mental health. For example, while 
depressed girls and boys generally experience similar prevalence and severity ratings 
of depressive symptoms (Kovacs, 2001; Roberts, Kane, Thomson, Bishop & Hart, 
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2003), adolescent males report and express low mood differently than adolescent 
females (Bennett et al., 2005).  
Bennett et al. (2005) evaluated 383 adolescent outpatients aged 11 to 20 years using 
the Childhood Version of the Schedule for Affective Disorders and Schizophrenia and 
the Beck Depression Inventory. Depressed girls and boys had similar severity ratings 
for many symptoms. However, depressed girls had more of the following symptoms 
than depressed boys: body image dissatisfaction, self-blame, self-disappointment, 
feelings of failure, concentration problems, difficulty working, sadness or depressed 
mood, sleep problems, fatigue and health worries. Depressed boys had higher 
clinician ratings of anhedonia (inability to feel pleasure and lack of positive effect, see 
Fiori & Consedine, 2013), as well as greater reports of early morning difficulties with 
fatigue and depressed mood (Bennett et al., 2005). Depressed high school females 
often had anxiety disorders, eating disorders and adjustment disorders, whereas 
depressed high school males often had disruptive behaviour disorders (Sloan & 
Kornstein, 2003). Male adolescents are more likely to develop externalising disorders, 
such as attention deficit hyperactivity and conduct disorder (American Psychiatric 
Association, 2000) and to be perceived as aggressive (Fives, Kong, Fuller & 
DiGiuseppe, 2011). 
As youth identify with adult ideals of physical attractiveness, gender patterns in body 
dissatisfaction and weight and shape concern has been reported to increase (Calzo et 
al., 2012). Further, while body image has been shown to decline during adolescence 
(Robins & Trzesniewski, 2005; Robins, Trzesniewski, Tracy, Gosling & Potter, 2002; 
Tiggemann, 2005) and body dissatisfaction has been linked to an increased risk of 
unhealthy eating habits (Flament et al., 2012), literature on young people has shown 
inconsistent findings on whether gender differences and similarities are present 
(Ricciardelli, McCabe, Holt & Finemore, 2003; Xanthopoulos et al., 2011). 
Additionally, the majority of available body dissatisfaction and body image 
interventions are designed for and targeted at girls, and often specifically white girls 
(Stice, Shaw & Marti, 2007). Thus, research on body dissatisfaction and body image 
in males is limited (Calzo et al., 2012). Further, research suggesting males are 
generally less dissatisfied with their bodies than females (McCabe & Ricciardelli, 
2004) has contributed to the conjecture that body dissatisfaction is not a serious issue 
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among young males (McCabe & Ricciardelli, 2004; McCreary & Sasse, 2000). 
Likewise, literature has documented that female adolescents show a higher prevalence 
of body dissatisfaction than males, tending also to choose thinner ‘ideal’ images for 
themselves (Cohane & Pope, 2001). 
Additionally, Cohane and Pope (2001) report that while many young males may 
express body dissatisfaction to a lower extent, they are inconsistent in their ideal 
image, with some young males preferring a thinner and others a heavier one. McCabe 
and Ricciardelli (2004) similarly state that the high level of body dissatisfaction 
among young males leads to an even split between male adolescents wanting to lose 
weight and wanting to gain weight. Intrinsically, therefore, as male and female body 
ideals differ, body image dissatisfaction for young females and males differs as well 
(Helfert & Warschburger, 2013). Comparable to this, research in the last decade has 
increasingly recognised that body dissatisfaction occurs in a different psychosocial 
context for males, for example, muscularity and leanness are valued rather than 
thinness (Wasylkiw, Currie, Meuse & Pardoe, 2010). Understanding the development 
of body image, potential factors that influence body dissatisfaction and the 
implications for preventative interventions for male and female adolescents are 
needed to better inform prevention and early intervention efforts with both genders. 
Further, research has suggested that while elevated body dissatisfaction may not be as 
prevalent among male adolescents, it appears to have similar implications for self-
esteem (van den Berg, Mond, Eisenberg, Ackard & Neumark-Sztainer, 2010). Thus, 
mental health literature has advocated the inclusion of all adolescents, regardless of 
socio-demographic or gender groups, in the prevention efforts to reduce body 
dissatisfaction and increase self-esteem (Neumark-Sztainer, Paxton, Hannan, Haines 
& Story, 2006; van den Berg et al., 2010). 
Gender differences for mental health issues can also change considerably with age. 
Most epidemiological studies that have examined the impact of age on gender 
differences have indicated that the female preponderance commences at 10 to 12 
years (Parker & Brotchie, 2010). Almost no or very little gender difference can be 
found in children, while some mental disorders such as depression occur much more 
frequently in adolescent girls than boys (Duggal et al., 2001; Lehmkuhl et al., 2008). 
Research has also noted that a far more evident gender differentiation is seen for 
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adolescents diagnosed with major depression than for adolescents with dysthymia 
(chronic depression) (Parker & Hadzi-Pavlovic, 2004). 
Limitations of previous studies include the use of a predominantly European-
American sample, resulting in a limited ability to generalise any gender findings 
across ethnic groups (Bennett et al., 2005). Additionally, when socially homogeneous 
(in terms of education, culture and parity) population subgroups are researched, 
gender differences are not always observed (Parker & Brotchie, 2010). Illustrative 
samples include research conducted among college students (Grant et al., 2002) and a 
Jewish community in the UK (Loewenthal et al., 1995). In the same way, incongruous 
to previous studies that note a gender difference, Balla (2013) found no difference in 
the prevalence, incidence or severity of mental health problems (except for antisocial 
personality disorder). Rather, Balla (2013) suggests that the inclusion of people of 
different age groups could have attributed to her contradictory findings. 
The gender imbalance, more females than males having mental health disorders and 
receiving interventions, is a well-documented and cross-cultural phenomenon (Parker 
& Brotchie, 2010; Weissman & Klerman, 1977). The higher incidence of certain 
mental health problems, such as depression, in female adolescents has been attributed 
to hormonal changes and psychosocial factors (Weller et al., 2006), gender 
socialisation, social learning patterns (Diamond, 2009; Waldinger, Vaillant & Orav, 
2007) and environmental factors, such as living conditions and affiliations (see 
Loyola, 2010; Tandon & Solomon, 2009). Altered responses of post-pubertal girls to 
adversity, including a propensity to ruminate and adopt self-blaming coping styles 
were also earlier explanations for possible factors (Piccinelli & Wilkinson, 2000). 
In contrast to the vast literature on female adolescents’ mental health, especially from 
developed countries, there is little research on male adolescents’ mental health and 
wellbeing from either developing or industrialised countries. This relative neglect 
may be due to the complexities associated with studying this population, made even 
more complicated by the physical and consequential emotional changes associated 
with puberty and the social importance of peers through this stage of development. 
Help-seeking behaviour, mood amplification, differential symptom influences on 
presentation, and measurement nuances are also likely to contribute to the quantified 
higher rates of mental health problems in female adolescents (Parker & Brotchie, 
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2010). Supporting males through adolescence is becoming an important strategy for 
health promotion. Further study and evidence-based research are required to better 
understand gender differences relating to mental health and wellbeing of male 
adolescents, and its impact on the implementation and effectiveness of interventions. 
Monshat et al. (2012) suggest that it is crucial that developments in the field of mental 
health not only look at and deal with illness specifically, but also foster the 
development of individuals’ emotional skills. Heggenhougen and Quah (2008) 
support the notion that the goals of health promotion should be to enable individuals 
to realise optimal health and cope with adversity. The principles underscoring these 
critiques are useful to this study with its focus on male adolescents and mental health 
and wellbeing promotion programmes. Understanding male adolescents’ mental 
health and wellbeing requires a recognition that adolescents represent a special 
population group in the mental health system with unique developmental and cultural 
needs that differ significantly from those of the adult population (Davis et al., 2012; 
McGorry et al., 2013). These principles are reflected in the current research aims. The 
purpose of the current study was, therefore, to determine the effectiveness of a school-
based mental health and wellbeing promotion programme aimed at male adolescents 
in one NSW school. Further, it assessed the effects on the participating group 
compared to an age-matched cohort of male adolescents from a nearby school who 
received the usual classroom curriculum. This is further explored in Chapter 4. 
2.2.4.2 SES 
Several large public health population studies from Australia and comparable 
countries indicate that the overall prevalence of common mental health disorders or 
problems tend to follow a social gradient (Glover, Hetzel & Tennant, 2004; Kessler et 
al., 1994; Power & Manor, 1992). Eckersley (2009) also reports that studies have 
typically shown social and economic gradients in mental health problems, that is, 
increased prevalence in lower-income, single parent and blended families. Mental 
health needs are noted as being more prevalent among low socioeconomic status 
(SES) adolescents (Kenny et al., 2002; Newacheck, Hung, Jane Park, Brindis & Irwin, 
2003), with young people from low SES reporting greater difficulties than their higher 
SES peers (18% versus 8%) (Knopf et al., 2008). Kenny et al. (2002) go on to 
highlight that this could be due to factors such as inaccessible services or added stress 
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on the family. In a US study, Patel and Kleinman (2003) suggest that factors such as 
insecurity and hopelessness, rapid social change and the risks of violence and physical 
ill-health may explain the greater vulnerability to mental illness of more 
socioeconomically disadvantaged adolescents, in any country. 
Further, in an American study, Newacheck et al. (2003) report that adolescents from 
lower SES are about three times more likely than middle to higher income adolescents 
to report unmet health needs. Reports also suggest that young people from families 
with low SES, particularly those below the poverty level, are more likely to 
experience depressive symptoms and distress than adolescents of higher SES (Curtis, 
Waters & Brindis, 2011). Several Australian studies have also considered 
geographical or socioeconomic differences in the incidence of mental health problems 
and particularly note them as important risk factors for depression and suicidal 
behaviour or important contextual factors influencing access to mental health services 
(Munoz-Solomando et al., 2010; Page, Morrell, Taylor, Carter & Dudley, 2006; Page, 
Morrell, Taylor, Dudley & Carter, 2007; Taylor, Page, Morrell, Carter & Harrison, 
2004; Taylor, Page, Morrell, Harrison & Carter, 2005). One Australian study found a 
social gradient in the mental health of Aboriginal and Torres Strait Islander children, 
and reported that, as such, almost a quarter (24%) of Aboriginal children were at high 
risk of clinically significant emotional or behavioural difficulties (CSEBD) 
(Shepherd, Li, Mitrou & Zubrick, 2012).  
While mental health problems are a universal dilemma among children and 
adolescents, up to 40% of young people from low-income countries and areas are 
found to have a mental health illness (Kieling et al., 2011). Interestingly, a study from 
the US regarding mental health in schools estimated that up to 50% of children 
attending rural schools may demonstrate significant emotional, behavioural and 
learning difficulties compared with their counterparts in urban schools (President’s 
New Freedom Commission on Mental Health, 2003). Alternately, Farrell, Sijbenga 
and Barrett (2009) found the opposite relationship for anxiety, as students from high 
SES schools in their study reported higher levels of anxiety than students from lower 
SES schools. In contrast, SES has been found in UK and US studies to have little or 
no effect on an increased risk of mental disorders or the onset of mental health 
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problems (Costello et al., 1996; Gelder et al., 2000; Meltzer, Gatward, Goodman & 
Ford, 2000). 
It is important to note that many studies have focused on SES as being a key correlate 
of psychopathology, yet the relationship between mental health problems and 
socioeconomic level (defined in different ways, as SES, parental education level or 
family income) is controversial (Frigerio et al., 2009). Nevertheless, the association 
between mental disorders and SES appears to be universal, occurring in all societies 
irrespective of their levels of development (WHO, 2004b). It is, therefore, significant 
to also note the possible impact of SES and being aware of the SES of a community 
when designing and implementing a mental health and wellbeing promotion 
programme, particularly on the students, school and topics or areas covered. 
2.2.4.3 Ethnicity 
In US studies, ethnicity has also been shown to impact on mental health status and 
psychiatric disorders (Choi & Gi Park, 2006; Nguyen, Huang, Arganza & Liao, 
2007). Research indicates that ethnic, racial and locality disparity exists in accessing 
help (Anglin, Alberti, Link & Phelan, 2008; Sturm, Ringel, Stein & Kapur, 2001; U.S. 
Department of Health and Human Services (USDHHS), 1999). According to Stum et 
al. (2001), 70% of white young people in the US fail to receive needed care, while 
78% of black and 86% of Hispanic youth fail to receive needed care. In 2008, Anglin 
and colleagues noted that despite recent evidence of more favourable attitudes 
regarding treatment effectiveness, members of racial/ethnic minority groups record a 
lower likelihood of accessing mental health services (see also Schnittker, Pescosolido 
& Croghan, 2005).  
According to the results of Zubrick et al. (2006), 24% of Australian Aboriginal 
children were at a significantly higher risk of clinically significant emotional and 
behavioural difficulties compared to only 15% of non-Aboriginal children. The 
authors suggest that the contributing factors to this deficit include developmental 
problems such as hearing, language and visual problems; family factors such as poor 
quality of parenting and family functioning; the burden of carer illness; and the 
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transgenerational impact of the ‘Stolen Generations’7 (Zubrick et al., 2006). A related 
UK study reported similar statistics, noting that rates of mental disorders in young 
people in the UK of English origin were four times greater than the rates in young 
people of Indian origin (Patel et al., 2007). Reasons for these differences have been 
attributed to differences in cultural explanations of the problem, the inability to obtain 
culturally competent services and feelings of stigma (Cauce et al., 2002; McKenzie, 
2008). Other studies from the UK, New Zealand and the US have not replicated these 
results, suggesting that the long-term consequences of poor mental health cannot be 
solely explained by adolescent SES or ethnicity (Conduct Problems Prevention 
Research Group, 2010; Trzesniewski et al., 2006). 
While there are inconsistencies in the results and some limitations in the research 
regarding mental health prevalence and interventions, demographic factors appear to 
consistently influence results. Age, gender, ethnicity and SES are prominent 
demographic predictors of poor mental health and wellbeing. The current study 
incorporated all four variables into the analysis to determine their possible 
relationship to male adolescent mental health and wellbeing, and to tailor the 
intervention programme accordingly. 
2.2.4.4 Genetic dispositions and familial risk factors 
Substantial evidence now exists that adversity, especially stressful life events 
(Kendler et al., 1995), and genetic predisposition are important risk factors for major 
mental health problems and disorders (Bienvenu, Davydow & Kendler, 2011; Rey & 
Birmaher, 2009). Genetic factors have been found to influence the development of 
mental health problems, with genetics estimated to be responsible for 40% of the risk 
for depression in adolescents, while the environment accounts for 60% (Rey & 
Birmaher, 2009). Sullivan et al. (2000) conducted a meta-analysis of published twin 
studies of major depressive disorder in 2000, estimating the heritability factor at 37%. 
In a large Swedish twin study, Kendler, Gatz, Gardner and Pedersen (2006) report a 
similar heritability estimate for lifetime major mental health disorder at 38%. In 
                                                 
7 Attempts to ‘civilise’ the Indigenous population included many Aboriginal and Torres Strait Islander 
children being forcibly removed from their natural families, which resulted in separation from country, 
family, culture, knowledge and education, to become what we now know as the ‘Stolen Generation’ 
(Dockery, 2010; Young, 2009; Zubrick et al., 2006).  
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Australia, 2662 twin pairs were interviewed and assessed for major mental health 
problems such as depression (Bierut et al., 1999). Moderate familial aggregation of 
depression was documented in women, with heritability estimates ranging from 36% 
to 44%, while in men there was only modest familial aggregation of depression. 
Heritability related features, including recurrence and early onset, are seen as 
particularly salient to mental health and wellbeing (Kendler, Gatz, Gardner & 
Pedersen, 2007). Research in this area has also found that heredity plays a more 
instrumental role in developing certain mental health disorders in women than in men 
(Loyola, 2010). One such longitudinal study in Sweden showed that the risk of 
inheriting depression was significantly higher for women (42%) than for men (29%) 
(Kendler et al., 2006; Rey & Birmaher, 2009). 
Literature indicates that psychiatric and mental health disorders of parents are 
associated with an increased risk of psychological and developmental problems in 
their children (Ramchandani & Psychogiou, 2009; Rice, Harold, Shelton & Thapar, 
2006). Familial risk factors, such as parental depression, are one of the most common 
predictors of mental health problems in children and adolescents (Fear et al., 2009). 
Adolescents that have one or both parents diagnosed with a mental health problem 
have an increased risk of various psychological problems, including depression 
(Klein, Lewinsohn, Rohde, Seeley & Olino, 2005) and suicidal behaviour (Kane & 
Garber, 2004). Children and adolescents of parents with mental health problems are 
up to six times more likely to develop mental health disorders than other children 
(Beardslee et al., 1997; Loyola, 2010). Adolescents who have a parent or sibling who 
has had a major mental health problem may be 1.5 to three times more likely to 
develop poor mental health or a major disorder than those who do not have a close 
relative with such a condition (Gladstone, Boydell, Seeman & McKeever, 2011; 
Mensah & Kiernan, 2010; Smith, 2004). Parental mental health problems can also 
increase the risk of substance abuse and anxiety disorders in children and adolescents 
(Rey & Birmaher, 2009). A familial history of poor mental health and wellbeing has 
been shown to increase the effects of stressful events on mental health in some studies 
(Kendler et al., 1995; Smith, 2004), particularly in late childhood and early 
adolescence (Bock, Bukh, Vinberg, Gether & Kessing, 2009; Clarke et al., 2001; Fear 
et al., 2009). 
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Exemplifying this notion, Lindsey et al. (2008) examined the impact of caregiver 
mental health on children with mental health needs in the US. The study consisted of 
a sample of 514 African-American children and their parents who participated in the 
Longitudinal Studies of Child Abuse and Neglect research. Data from the longitudinal 
study were collected when the children were four, six and eight years old, with 
parents’ mental health collected using various standardised tools. The overall findings 
of the study indicate that caregivers who had symptoms of depression or other mental 
health problems had children with elevated mental health needs (Lindsey et al., 2008). 
Similar studies conducted in the UK and the US also found that children and 
adolescents who came from vulnerable families where there was poor family 
functioning, low social support and with parents experiencing psychological distress 
or mental health issues were more likely to have lower levels of life satisfaction and 
mental health (Powdthavee & Vignoles, 2008; Thompson et al., 2007). 
Although it remains a challenging problem to uncover the genetic mechanisms 
underlying susceptibility to mental health disorders and related traits, family attributes 
are largely responsible of the recurrence of mental health problems and early age at 
onset (Levinson, 2006). While genetic studies are limited by number, methods and 
sound conclusions (Weller et al., 2006), research has suggested that a genetic 
predisposition emerges in puberty, which, when combined with certain life events, 
may lead to the onset of mental health disorders in pubertal adolescents (Hankin & 
Abramson, 1999; Weller et al., 2006), making adolescence a key time for preventative 
interventions. 
2.2.4.5 Stressful life events 
Stressful life events are associated with the onset of poor mental health (Kendler & 
Gardner, 2010; Kendler et al., 1995; Kessler, 1997) as well as relapse and recurrence 
of mental disorders (Rojo-Moreno, Livianos-Aldana, Cervera-Martínez, Dominguez-
Carabantes & Reig-Cebrian, 2002). Kendler et al. (1995) also found that genetic 
factors influenced the risk of onset of some major mental health disorders by altering 
the sensitivity of individuals to the mental health disorder-inducing effect of stressful 
life events. Kendler et al. (1995) note that both genetic and environmental risk factors 
are of aetiologic importance in major mental health problems, as they may interact in 
potentially complex ways. Stressful life events, including the death of a family 
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member, impaired school relationships, while a history of sexual abuse also increased 
the risk and vulnerability for the development of poor mental health and wellbeing 
(Rey & Birmaher, 2009). Students who are bullied, for example, have higher rates of 
depression associated with difficultly in adjusting to social situations, poor self-
esteem, loneliness and anxiety (Fleming & Jacobsen, 2009). Further, a substantial 
body of research suggests that major stressful life events play a greater role in the 
onset of the first episode of certain mental health disorders than in subsequent 
episodes (Allen, Hetrick, Simmons & Hickie, 2007; Kendler, Thornton & Gardner, 
2000; Post, 1992). However, due to the heterogeneity in design, method and 
participant characteristics, and the difficultly in identifying factors, contradictory 
findings are reported in this research literature (see Bock et al., 2009). 
2.2.4.6 Social risk factors: Social network and support system 
Adolescents are shaped by constant interactions with others in family, peer, 
community and the larger physical and cultural environments (Knopf et al., 2008). 
Social contexts, therefore, have the potential to positively contribute or negatively 
impact adolescent health and wellbeing (Rose & Rudolph, 2006; Rudolph, 2002). 
Subsequently, these social risk factors are involved in the development of mental 
health problems in adolescence (Graham & Bellmore, 2007; Loyola, 2010). Positive 
school bonds and connections could promote academic achievement, and reduce the 
likelihood of antisocial and health risk behaviours (Bisset, Markham & Aveyard, 
2007; Bonny, Britto, Klostermann, Hornung & Slap, 2000), which may in turn result 
in better psychosocial outcomes (Maddox & Prinz, 2003). Better psychosocial 
wellbeing in diverse groups of adolescents can be a consequence of positive school 
integration indicators, such as school activity participation and school bonding (e.g. 
Murray & Greenberg, 2000). Decisions made by adolescents may be influenced by 
their social network and result in adolescents tending to request advice from their 
peers rather than requesting help from an adult or health professional (Gould et al., 
2004). Adolescents with higher support systems suffer from less isolation, have a 
higher level of coping mechanisms and are more positive about the future (Rutter & 
Behrendt, 2004). Further, the adolescent gap in emotional regulation is likely to be 
particularly acute in social contexts characterised by family conflict, divorce or peer 
violence and rejection (Patton & Viner, 2009).  
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Young peoples’ relationships with peers change dramatically during adolescence 
(Seiffge-Krenke et al., 2013; Shin & Ryan, 2012), with the peer group becoming the 
primary context for socialisation and emotional experience (Dijkstra, Cillessen & 
Borch, 2013; Rose & Rudolph, 2006; Thomas & Bowker, 2013). Specifically, a rise 
in the importance or emergence of romantic relationships (Bowker, Bukowski, Hymel 
& Sippola, 2000; Seiffge-Krenke, 2011), increased importance placed on peer group 
affiliation and social status (Bellmore, Villarreal & Ho, 2011; Thomas & Bowker, 
2013), and the increase negative perception of peer rejection (Festa & Ginsburg, 
2011; Sentse, Lindenberg, Omvlee, Ormel & Veenstra, 2010), often leading to an 
increase in worry concerning relationships (Low et al., 2012; Rew, Tyler, Fredland & 
Hannah, 2012; Seiffge-Krenke, 2011; Seiffge-Krenke et al., 2013). In addition, being 
popular peaks in importance in early adolescence (de Bruyn, Cillessen & Wissink, 
2010; LaFontana & Cillessen, 2010) and is generally characterised by heightened 
concern about peer approval (La Greca & Lopez, 1998; Rew et al., 2012). The current 
study proposes to examine interpersonal relationships with parents and peers, 
perceived social support and likely anxiety or stress triggers as a means to tailor a 
mental health and wellbeing programme for male adolescents. 
Understanding that adolescents may be positively or negatively influenced by their 
surroundings, and being acquainted with the incidence of mental health problems and 
their risk factors for adolescents, may lead to more effective implementation of 
mental health and wellbeing promotion programmes. The complex interplay between 
biological, psychological and sociological factors has a global reach in their effect on 
young people. Even though schools are unable to control for many of these specific 
factors, the information they provide serves as a basis for professionals to identify at-
risk students and to design protective interventions (Mennuti, Freeman & Christner, 
2006). Further research is still needed into the role of risk factors in the development 
of mental health problems and in particular how these risk factors relate to the 
implementation of interventions. 
2.3 Conclusion 
Adolescence can be period of development fraught with potential threats to mental 
health. Given that this period also brings about many changes and pressure, it is not 
surprising that researchers suggest that it is likely that the majority of mental disorders 
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begin during adolescence (Burns et al., 2007; Hickie et al., 2007; McGorry et al., 
2013; McGorry, Purcell et al., 2007). In addition, the results of a considerable number 
of studies indicate that the level of mental health problems experienced by adolescents 
is unacceptable(Briggs, 2009; DiClemente et al., 2009; Murray et al., 2013; WHO, 
2005). 
Specifically, while mental health problems and social insecurities are prevalent in 
females (Felczak, 2011; Parker & Brotchie, 2010), these issues are also uniquely 
exhibited and prevalent in male adolescents (Bennett et al., 2005; Fletcher, 2008; 
Weller et al., 2006). Mental health research has suggested that females are more prone 
to ‘internalise’ distress, generating symptoms commonly associated with depression, 
such as low mood or feelings of worthlessness (Peveler, Carson & Rodin, 2002). In 
contrast, males are seen as more likely to ‘externalise’ distress, through risk-taking, 
substance use, self-isolation, over-work, anger and suicide (Fives et al., 2011; Sloan 
& Kornstein, 2003). There is a concern that males express distress and mental health 
problems in specific ways, such as suicide, which accounts for 24% of deaths in 
young Australian males aged 15 to 24, compared to 13% among young females (ABS, 
2012). It is also thought that such behaviours may be related to the way males 
experience and express mental health problems and distress (Addis, 2008). Research 
indicates that as a result of males developing a restrictive emotionality, they are more 
likely to have difficulties dealing constructively with negative emotions, which may 
result in the development of additional mental health disorders (Addis, 2008; Aldao, 
Nolen-Hoeksema & Schweizer, 2010) This provides a clear focus for preventative 
strategies and public mental health research to improve male students’ mental health 
and wellbeing and increase their ability to deal with social adjustment, resilience, 
worries and concerns, such as the current project. 
Differences between adolescent males and females are also found in mental health 
research in relation to help-seeking behaviour and variables, for example, attitudes, 
intentions and barriers (Deane et al., 2002; Wilson et al., 2003), differential rates of 
denial or other reporting biases (Botvin, 2000; Parker & Hadzi-Pavlovic, 2004; WHO, 
2002). Masculinity is also linked to mortality/morbidity through poorer health 
behaviours, such as reluctance to use health services (Pinkhasov et al., 2010). Young 
males’ reluctance to seek help is exacerbated by a fear of stigma, embarrassment, an 
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over-emphasis on being self-reliant (Gulliver et al., 2010; Meredith et al., 2009), 
negative help-seeking attitudes (Mackenzie et al., 2006) and internalised gender 
norms (Degney et al., 2012). As a result, the low utilisation of health services and the 
high prevalence of mental health and wellbeing problems among young males 
contribute to the lower life expectancy of men (Pinkhasov et al., 2010). Male-oriented 
preventative interventions are needed to reduce the gender disparity and emerging 
mental health problems among young males. This notion is represented in the aims 
and goals of the current project. 
Moreover, male adolescents seem to bear the cost of factors associated with poor 
mental health and wellbeing, including reduced productivity, lower education, lost 
income and higher rates of mortality, well into adulthood. The flow-on impacts of 
poor mental health and mental health illness among adolescent males, including drug 
and alcohol disorders, antisocial behaviour, loss of employment and relationship 
breakdown become increasingly apparent the longer mental health problems are left 
untreated (Degney et al., 2012; Loyola, 2010; McKay et al., 2010). This is all 
significant, as it provides an evidence base for the need to assess the impact of a 
secondary school-based mental health and wellbeing programme specifically targeting 
male adolescents. 
In Chapter 2 adolescence has been identified as a significant stage for the 
development of mental health and wellbeing problems, with males being particularly 
vulnerable. Supporting males through adolescence is becoming an important strategy 
for health promotion. It is this linkage and interaction between risk factors and 
vulnerability that are of interest in this research. The aim of this study therefore was to 
assess the impact of a school-based mental health and wellbeing programme, targeting 
levels of worry and stress, body image and self-perception in Year 7 male 
adolescents.  
Chapter 3 aims to identify and describe the need and effectiveness of school-based 
promotion and early intervention programmes for mental health issues through 
additional background literature. It establishes a need for a research-based empirical 
framework for mental health and wellbeing programmes amongst male adolescents 
within a school context. The following chapter also synthesises the significance of the 
current research and its theoretical contribution towards literature.  
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Chapter 3 Background Literature on School-based 
Programmes 
This chapter examines the need for school-based mental health interventions and the 
integral role mental health promotion in schools plays in shaping the health of male 
adolescents (Christodoulou et al., 2011) in two sections. The first section outlines 
specific child and adolescent school-based mental health and wellbeing prevention 
and early intervention programmes and identifies the range of variables that may have 
impacted each programme, including: type of intervention, personnel implementing 
the intervention, type of intervention content, and type of control condition. A critical 
review of the approaches to mental health promotion, including an assessment of the 
opportunities and challenges currently present, and information on the methods and 
tools used in school-based research, illustrative case studies and information sources 
are then explored. These are examined in the context of Australian school health 
promotion and school mental health and wellbeing promotion programmes. The 
second section will examine the significance of the current study by summarising the 
key findings of the literature, comparing them with the implications for school-based 
mental health and wellbeing programmes among adolescent males, and explaining 
them against the backdrop of the current project. 
3.1 Mental Health and Wellbeing Promotion for Adolescents 
Research in Australia and the US shows that mental health and wellbeing promotion 
programmes should be conducted in early adolescence (McGorry, Killackey & Yung, 
2007; McVey, Tweed & Blackmore, 2007). Further, the UK Department for 
Education and Skills (DfES) (2001) has suggested that the promotion of mental health 
in schools is of paramount importance, on the basis that it is an important determinant 
of educational and social outcomes. Moreover, though only 16% of young people 
receive any mental health services, the overwhelming majority (70%–80%) receive 
them in the school setting (Hoagwood & Erwin, 1997; Rones & Hoagwood, 2000). 
For the majority of these young people, the school system provides the only source of 
mental health service (Burns et al., 1995; Hoagwood & Erwin, 1997; Weare & 
Markham, 2005). Investigating the effects of mental health and wellbeing promotion 
programmes is, therefore, one of the most vital research questions for mental health 
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prevention and promotion (Cuijpers, Van Straten & Smit, 2005). Effective 
programmes potentially contribute to the reduction of the enormous burden of poor 
mental health and wellbeing (Andrews & Wilkinson, 2002), particularly among male 
adolescents, and conceivably increase our knowledge on the aetiology of poor mental 
health (Cuijpers et al., 2005).  
Of greatest potential relevance is that early intervention strategies and programmes 
may reduce the chance of progression of the condition to a more severe phase (Hickie 
et al., 2007). WHO (2005) has called for action to develop and offer evidence-based 
programmes that foster skills, provide information and address issues of resilience and 
psychosocial functioning in children and young people. Further, Christodoulou et al. 
(2011) propose that these mental health promotion activities should be mainstreamed 
with general health promotion. These contentions underpin the current project, with 
its focus on the mental health of young male adolescents, the importance placed on 
whole-school programmes and the integration of community health promotion within 
the support structure. 
Mental health and wellbeing literature also highlights that both protective and 
promotive factors can contribute to adolescent wellbeing (see Weisz, Sandler, Durlak 
& Anton, 2005; WHO, 2004a). The overarching goal of the prevention approach in 
the context of mental health is to reduce the occurrence of new cases of mental 
disorders (Munoz, Mrazek & Haggerty, 1996). In particular, by highlighting a risk 
and protective framework, the approach provides individual or environmental 
safeguards that enhance a person’s ability to resist stressful life events, risks or 
hazards, promotes adaptation and competence (Weisz et al., 2005) and mitigates the 
effect of the risk (Luster, Bates & Johnson, 2006). Mental health promotion focuses 
on enhancing strengths separate from the possibility of risk reduction or the 
prevention of mental health problems (Dwivendi & Harper, 2004; Magyary, 2002). It 
also entails fostering an optimal state of wellbeing (Weisz et al., 2005; WHO, 2004b).  
Promotive factors (such as good parenting, enjoying school, academic achievement, 
having friends and socialising) have been defined as contributing to positive outcomes 
regardless of low or high risk of mental health problems (Eckersley, 2009; Luster et 
al., 2006; Sammeroff, 1999). Largely defined as an area for action than a discipline 
(McQueen, 2001, 2007), health promotion has underpinned the distancing from 
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narrow, simplifying health approaches associated with the biomedical and psycho-
behavioural models (see Bunton & Macdonald, 2004; Crossley, 2001; Porter, 2007). 
This health approach is also prominent in educational research because of its 
distinctive principles, including participation, empowerment, social justice and 
positive health (Fertman & Allensworth, 2010; Rootman, Goodstat, Potvin & 
Springett, 2001). Rowling (2003) notes that a shift from mono-causal single risk 
factor interventions to health promoting and wellbeing programmes, founded on the 
complex multiple interacting factors and in the social determinants of health, have 
been a primary aim for Health Promoting Schools.8 The rhetoric of health promotion 
includes the use of numerous methods to change the structural determinants of health; 
however, the interdisciplinary collaboration between health and socio-political 
domains are often a challenge (WHO, 2004b). 
Research has suggested that both mental health prevention and promotion have 
interrelated goals and have equally important considerations (Kazdin, 1993; Magyary, 
2002; WHO, 2004b). Researchers propose that both notions should be part of a 
comprehensive mental health approach when working with adolescents (Kazdin, 
1993; Weisz et al., 2005; WHO, 2004b). Weisz et al. (2005) describe promotion of 
mental health as a strategy in a continuum of approaches in a comprehensive 
prevention and treatment intervention model for adolescents. The accumulating 
evidence in the literature demonstrates the feasibility of implementing effective 
mental health promotion programmes across a range of diverse population groups and 
settings (Jane-Llopis, Barry, Hosman & Patel, 2005). Specific mental health risk 
factors (e.g., parental depression, depressogenic cognitions), generic factors 
(inadequate parenting, child abuse and neglect, stressful life events, bullying), and 
protective factors (e.g., sense of mastery, self-esteem, self-efficiency, stress 
resistance, social support) have been identified in the literature (WHO, 2004a). 
Consistent with a focus on positive mental health, studies that explore factors that 
contribute to wellbeing is an important consideration for research concerning 
adolescents (Keyes, 2006). Determinants of mental health in adolescence incorporate 
                                                 
8 The Health Promoting Schools approach is an initiative of the WHO, which provides an 
organisational management framework for schools to coordinate health promotion activities (Gleddie, 
2012). Health Promoting Schools strive to demonstrate a whole school commitment to improving and 
protecting the health and well-being of children and adolescents (WHO, 2003). 
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multiple and sometimes interacting personal, social, economic, cultural and 
environmental factors (Rowling, 2006; WHO, 2004a). 
Studies focused on mental health have also suggested that the promotion of positive 
health behaviours and the adoption of basic health knowledge and health skills are 
fundamental to secondary education outcomes (Institutes of Medicine, 1997; 
Ramstetter, 2010). Implicit in this concept is that the fundamental aim of health 
promotion is to enable and empower people with knowledge, skills and practice that 
support healthy behaviours (Cargo & Mercer, 2008; Green et al., 1996; Minkler & 
Wallerstein, 2008; Whitehead et al., 2003). 
Therefore, to achieve positive outcomes requires communication and collaboration 
between sectors around conceptualisations of mental health, schooling, health 
promotion and appropriate research designs that take into account the complexity of 
these interacting factors (Rowling, 2003). Research has also indicated that ensuring 
the active participation of the people intended to benefit from a proposed programme 
is an essential principle of health promotion (Armstrong et al., 2007). Other literature 
has also emphasised the importance of administrator support, especially support from 
the principal in successful implementation efforts (Forman, Olin, Hoagwood, Crowe 
& Saka, 2009) and the collective nature of the school-based implementation process 
(Rogers, 2003). Further, there are explicit consistencies in the existing literature 
concerning mental health promotion and prevention that support the use of this type 
of methodology among youth (Monshat et al., 2012; Powers & Tiffany, 2006). 
Section 3.1.1 explores the potential impact of mental health and wellbeing promotion 
programmes on the mental health of adolescents, and the effectiveness of specific 
school-based promotion and early intervention programmes. 
3.1.1 School-based mental health and wellbeing promotion 
As concern mounts in relation to the mental health of adolescents, schools are being 
called upon to counteract the developing negative trends in the life and mental health 
of young people (Christner, Mennuti & Whitaker, 2009; Levitt et al., 2007; Naidoo & 
Wills, 2009; Tang et al., 2009; Wells et al., 2003). To address this increased need for 
mental health programmes and support among adolescents, and to facilitate young 
peoples’ health and development, schools are gradually expanding the mental health 
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and social services available for students (Adelman & Taylor, 2009; Mental Health 
Foundation, 2001; Weare, 2000, 2010; Weist, 1997). In addition, the WHO (2011) 
describes schools as a priority setting in health promotion because it meets young 
people during the formative years of their development. 
School-based studies are deemed to be an effective and resource-efficient method of 
conducting research with young people, particularly as school enrolment is 
compulsory among this age group (Masia-Warner, Nangle & Hansen, 2006; Testa & 
Coleman, 2006). Given that schools have unparalleled contact with young people 
(Masia-Warner et al., 2006), it is a valuable opportunity to recruit a sample that is 
broadly representative of the wider youth population (Calear et al., 2009; Testa & 
Coleman, 2006). School-based mental health promotion programmes also create the 
opportunity for screening, early detection of problems and early intervention 
(Adelman & Taylor, 1998; Armbruster, Gerstein & Fallon, 1997; Casat, Sobolewski, 
Gordon & Rigsby, 1999), and have been found to be more cost effective than 
comparable services in the community or provided by private sources (Armbruster & 
Lichtman, 1999; DeShong Sadzewicz, 2007; Nabors et al., 2001). In addition, 
scholars indicate that interventions targeting healthy eating, physical activity and 
mental health may be effective in changing and improving young people’s health 
behaviours (Cale & Harris, 2006; Davidson, 2007; Felton et al., 2005; Tang et al., 
2009; Wells et al., 2003). As a result, the school environment provides an avenue to 
educate, disseminate, collect and report on adolescent health and wellbeing and 
associated programmes. 
Further, the mission of schools and the missions of health promotion are now seen as 
interdependent, with several international initiatives defining and advancing the role 
of schools in promoting health and wellbeing over the last three decades (see Center 
for Mental Health in Schools, 2006; Clarke et al., 1995; Clarke et al., 2001; DeShong 
Sadzewicz, 2007; Ramstetter, 2010; Simonsen & Sugai, 2007). As school mental 
health services began to be viewed more broadly to include a range of interventions 
provided directly and indirectly (Hoagwood & Erwin, 1997), the number of mental 
health promotion programmes has grown to include social-cognitive programmes 
(Clarke, Hawkins, Murphy & Sheeber, 1993; Clarke et al., 1995); service related 
programmes (i.e., child, teacher or school system); ecological and eco-behavioural 
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programmes; psychiatric programmes; and family-school collaborations (see Durlak 
& Wells, 1997). The concept of emotional wellbeing has, therefore, been a central 
component in the health promoting/healthy school movement across the world 
(WHO, 2011). 
There is a growing body of evidence suggesting that school-based mental health and 
wellbeing promotion programmes can be efficacious (see Horowitz, Garber, Ciesla, 
Young & Mufson, 2007; Kavanagh et al., 2009). Cardemil et al. (2010) further note 
that promotion and prevention programmes have some advantages over formal mental 
health treatment, including the relatively low implementation cost, their use of 
programmes and recourses that are less stigmatising, and if effective, their ability to 
reduce the incidence of future cases. Therefore, while the scientific evidence still has 
gaps and reservations are still held by scientists, there is evidence that mental health 
and wellbeing promotion programmes in schools are effective among adolescents 
(Christodoulou et al., 2011; Herman et al., 2009). Thus, the challenge set by 
Christodoulou et al. (2011), in their conceptual review of mental health promotion, is 
to evaluate programmes and practices, including their sustainability in school settings 
and among adolescent populations, and to monitor the mental health effects of 
interventions in these contexts. 
Correspondingly, researchers and policy makers alike have increasingly embraced 
school-based health promotion interventions and programmes, advocating the 
empowerment of schools in being active partners in curriculum development and the 
design of health promotion practices (Rowling & Jeffreys, 2006; West, 2006). The 
development of these programmes is characterised by the provision of direct services 
and instruction (Brener, Burstein et al., 2001), and the connecting of school and 
community resources with school mental health programmes. These form a 
continuum of health care from primary prevention, and early onset interventions, to 
treatment for severe and chronic problems (Adelman & Taylor, 1998; Brener, 
Martindale et al., 2001). Figure 1 illustrates the interactive dynamic of this continuum. 
The three levels of mental health promotion, indicated in Figure 1, are based on the 
assumption that most forms of psychopathology involve a gradual path of 
development (Lowry-Webster et al., 2001). Consequently, distinguished on the basis 
of their position of the target sample, the three levels can be dynamically placed along 
a developmental continuum. 
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Figure 1 The intervention continuum: Prevention and treatment. 
Note. Adapted from various public domain documents authored by Lowry-Webster et 
al. (2001).
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The Response to Intervention (RTI) framework is also increasingly being used to 
categorise school-based mental health programmes (see Figure 2). The framework 
highlights how a continuum of services can be provided to students, depending on the 
level of risk involved. The RTI framework includes Tier 1 universal school-wide 
primary prevention programs, Tier 2 secondary prevention programmes targeting at-
risk populations, and more intensive Tier 3 tertiary programmes for students with the 
greatest needs and existing mental health problems (Fox, Carta, Strain, Dunlap & 
Hemmeter, 2010; Fox, Dunlap, Hemmeter, Joseph & Strain, 2003). 
 
 
 
Figure 2 The RTI pyramid. 
Note. Adapted from documents authored by Fox et al. (2003). 
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increase the likelihood that positive changes will occur for children and adolescents in 
school-based mental health programmes (see Durlak & Wells, 1997; Uebelacker & 
Whisman, 2006). Stice et al. (2009) suggest that similar research may aid in 
prevention efforts by: identifying the conditions under which optimal prevention 
effects occur; identifying subgroups of individuals for whom alternative prevention 
programmes need to be developed; helping develop effective routes to reduce risk for 
mental health episodes; and enhancing the methodological rigor of trials. Addressing 
the content and process of the intervention and its theoretical rationale and empirical 
basis are also important components when implementing effective interventions in 
schools (Han & Weiss, 2005). Thus, despite the recent growing evidence 
demonstrating positive outcomes in mental health interventions, Christner, Mennuti 
and Whitaker (2009) propose that research into the efficacy and effectiveness of 
adolescent-centred interventions in a school setting should be of great importance. 
This provides an insight and pertinent understanding into the process and frameworks 
around designing mental health and wellbeing promotion programmes for 
adolescents, particularly within a school context. The current research draws on this 
need for effective and youth-specific programmes, while also extending the 
methodological opportunities available to school-based research among male 
adolescents. As such, the research utilises a study design in which the school 
community and students have the opportunity to shape, produce and evaluate a mental 
health and wellbeing programme specific to their contextual needs. 
Section 3.12 examines specific school-based child and adolescent mental health and 
wellbeing prevention and promotion programmes; identify the range of variables that 
may have impacted each programme and consider the ways in which they may 
influence adolescent mental health. 
3.1.2 Universal, indicated and selected programmes 
There are three levels of service identified as being provided by school-based mental 
health promotion programmes. These services include: prevention or promotion 
strategies, early intervention, and treatment of more severe chronic problems 
(Adelman & Taylor, 2003; Heathfield & Clark, 2004; Weist, 2001). Table A1 to 
Table A6 (see Appendix A) summarise the key elements of these school-based 
prevention and early intervention programmes. It is useful to compare the similarities 
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and differences across the studies in terms of their objectives, methods, research team 
composition, approaches used to engage youth, subsequent impacts and possible 
relevance to mental health and wellbeing programmes targeting male adolescents such 
as in this study. 
3.1.2.1 School-based universal promotion and early intervention programmes for 
mental health and wellbeing 
Universal prevention efforts for poor mental health that have been based on 
interpersonal psychotherapy, CBT9 or interpersonal-based approaches have had some 
promising results (see Christner, Mennuti & Pearson, 2009; Collins & Dozois, 2008; 
Stice et al., 2009). Among adolescents, the emphasis of universal strategies has 
shifted towards promoting positive school environments and reducing exposure to 
alcohol and other neurotoxic substances (Hickie & Walter, 2009; Patton, Bond, Butler 
& Glover, 2003). 
In terms of school-based mental health and wellbeing promotion programmes, CBT is 
the most researched and benefits the most from the strongest empirical support with 
respect to effect size and maintenance of intervention gains (Horowitz & Garber, 
2006; Jane-Llopis, Hosman, Jenkins & Anderson, 2003; Stice et al., 2009), and in 
highlighting the importance of cognitive factors in the aetiology of mental health 
problems (Collins & Dozois, 2008). This is consistent with recent child and 
adolescent mental health literature focusing on approaches that incorporate the 
inclusion of building psychological wellness in youth (Doll, 2008; Suldo & Shaffer, 
2008). 
Benefits derived from the widespread use of CBT techniques in universal 
interventions have been shown to be an effective means for reducing mental health 
and wellbeing problems, such as anxiety, among young people (Attwood, Meadows, 
Stallard & Richardson, 2012; Davis, May & Whiting, 2011). However, the extent to 
                                                 
9 The premise of cognitive theories of emotional disorder is that dysfunction arises from individualised 
interpretation of events, with behavioural responses emerging from those interpretations being potential 
influences of emotional problems (James, Soler & Weatherall, 2013; Wells, 1997). Self-control 
strategies, and in particular self-observation, self-modification, self-evaluation and self-reward, are the 
most common cognitive strategies used (James et al., 2013). CBT appears equally effective in various 
formats and settings including in schools (see Galla et al., 2012; Ginsburg, Becker, Drazdowski & 
Tein, 2012; Ginsburg & Drake, 2002). 
 63 
which it is equally effective for different age groups, and in particular for the early 
adolescent period, have yet to be clearly demonstrated (Cartwright-Hatton, McNicol 
& Doubleday, 2006; Spence, Burns et al., 2005). Nevertheless, studies have 
highlighted the potential effectiveness of CBT approaches used specifically in a 
school setting (Christner, Forrest, Morley & Weinstein, 2007; Collins et al., 2013; 
Mennuti et al., 2006; Ollendick & King, 2004). Further, components of CBT parallel 
many of the existing services in schools (Christner, Mennuti & Pearson, 2009), 
potentially making it easier for educators to implement mental health interventions 
with CBT components (Christner, Mennuti & Stewart-Allen, 2004; Collins et al., 
2013; Mennuti & Christner, 2005; Mennuti et al., 2006). Such interventions are not 
personnel- or time-exhaustive, and so are thought to be more likely to be sustained by 
schools (Fridrici & Lohaus, 2009; Han & Weiss, 2005). 
CBT interventions in schools have included variations, using different types of 
cognitive and behavioural components, having various levels of effectiveness. School 
cognitive-behavioural interventions have significantly reduced the risk for future 
onset of major mental health problems in some trials (Clarke et al., 1995; Clarke et 
al., 2001), but not in others (e.g., Gillham, Reivich et al., 2006; Sheffield et al., 2006). 
The first published, large-scale evaluations of universal, school-based prevention of 
mental health problems were documented in a US study by Clarke et al. (1993). In 
their first trial, 361 youths were randomly allocated to an intervention or a control 
condition. Participants were also encouraged to seek further intervention if required. 
The intervention failed to produce significant effects upon depressive symptoms 
compared to students in the control group, resulting in the development of an 
expanded programme that included problem-solving skills training. The expanded 
intervention consisting of a five-session behavioural skills training intervention also 
failed to produce any appreciable changes in depressive symptoms across conditions 
or across time. One of the studies found a short-term reduction in depressive 
symptoms among boys, but not among girls, when compared to a randomly assigned 
control group. The effect was not sustained at the 12-week follow-up (Clarke et al., 
1993). The second study similarly failed to demonstrate any differences for either 
gender, immediately after the programmes or at follow-up, compared to a random 
control condition (Clarke et al., 1993). Gillham et al. (2000) speculate, however, that 
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the interventions in these studies could have been too weak and brief to produce an 
effect. 
In the US, using a universal prevention trial for mental health issues with adolescents 
(N=380), Horowitz et al. (2007) similarly evaluated the efficacy of two programmes, 
an interpersonal psychotherapy–adolescent skills training (IPT-AST) and a cognitive-
behavioural intervention. Participants in both interventions reported fewer depressive 
symptoms post-intervention than individuals in the control group; however, results 
were not maintained at the six-month follow-up. Horowitz et al. (2007) further 
evaluated the results among a sub-sample of high-risk adolescents (n=96) and found 
larger treatment effects post-intervention for both CBT (ES=0.89) and IPT-AST 
(ES=0.84) compared with the larger sample (ES=0.37 and 0.26 respectively). Pössel, 
Horn, Groen and Hautzinger (2004) also examined the effects of a school-based 
intervention, which included cognitive restructuring, assertiveness and social 
competence training.  
Using this cognitive-behavioural approach to prevention of mental health issues in the 
US, Pössel et al. (2004) documented significantly different patterns of results for 
students at different levels of risk. While they report that the groups did not differ 
with regard to their social skills; frequency of negative automatic thoughts; and 
depressive symptoms before the prevention programmes; there were no significant 
differences in self-reported depressive symptoms between training and control groups. 
Significantly lower rates of increase in depression symptoms following participation 
in the intervention were reported for those with minimal levels of depressive 
symptoms at pre-test, compared to no-intervention controls over the 6 month follow-
up period. A significant decrease in depression scores after intervention were 
exhibited by students who initially reported sub-syndrome depression scores or who 
initially showed depression scores in the clinical range, while the control group 
continued to show higher incidence of depressive symptoms (Pössel et al., 2004). The 
percentage of adolescents in the training group with sub-syndrome depression 
decreased from 52% to 31% compared with the control group (50% versus 51%) over 
the 6 month follow-up (Pössel et al., 2004). Students who were low in self-efficacy 
benefited more from the programmes than high-self-efficacy students (Pössel, Baldus, 
Horn, Groen & Hautzinger, 2005). 
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Results of programmes with adolescents suggest that cognitive, parent/family, and 
school interventions are potential intermediaries of prevention outcomes for mental 
health prevention (Stice et al., 2009). The majority of interventions targeting young 
people, however, have utilised the Penn Resiliency Programmes (PRP)10 or modified 
versions (Penn Optimism or Prevention Programmes), with positive results obtained 
(e.g., Cardemil, Reivich & Seligman, 2002; Gillham et al., 2007; Gillham, Reivich et 
al., 2006; Gillham, Reivich, Jaycox & Seligman, 1995; Jaycox, Reivich, Gillham & 
Seligman, 1994). The PRP has also been shown to be a low-cost, short-term 
intervention that is able to provide a particular benefit to mildly symptomatic young 
people in years 5 to 8 (Cardemil, Reivich, Beevers, Seligman & James, 2007). 
Randomised controlled trials of the PRP and Penn Enhancement Programmes (PEP)11 
with adolescents exhibiting higher levels of mental health symptoms, were conducted 
in schools in the US by Gillham et al. (2007). In this study a large sample of young 
people aged 12 to 13 years were recruited (n=697, years 6 to 8) from three high 
schools in the USA and were randomly assigned to one of two intervention groups 
(PRP or PEP) or to a control condition. Participating schools did not yield a 
significant treatment effect; however, significant results were obtained for the PRP in 
two of the schools across three years of follow-up. Specifically, the Resiliency 
Programmes were associated with improved mental health and wellbeing compared to 
both the Enhancement Programmes and the control condition, being attributed to the 
specific cognitive-behavioural intervention components (see Collins & Dozois, 2008). 
Gillham and colleagues (2007) postulated, however, that problems with implementing 
the programmes in ‘real world’ settings may have partially accounted for the lack of 
significant findings (e.g., programme integrity).  
Jaycox et al.’s (1994) findings of the Penn Optimism Programme in US schools was 
one of the first to demonstrate long-lasting intervention gains and true prevention 
                                                 
10 PRP is a school-based cognitive-behavioural intervention designed for youths in late childhood and 
early adolescence (ages 10 to 14 years) (Brunwasser, Gillham & Kim, 2009). The programme aims to 
teach the connection between life events, their beliefs about those events, and the emotional 
consequences of their interpretations (Gladstone, Beardslee & O’Connor, 2011). Students learn 
techniques for assertiveness, negotiation, decision-making, social problem-solving and relaxation 
(Brunwasser et al., 2009; Gillham, Hamilton, Freres, Patton & Gallop, 2006; Gillham et al., 2007). 
11 Identical to the Penn Prevention Program: Affect focused programme with emphasis on emotional 
expression (Horowitz & Garber, 2006).  
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effects. The programme was comprised of 12 group sessions, with cognitive (e.g., 
identifying, testing, and modifying negative thoughts) and social problem-solving 
skills (e.g., perspective taking) being taught. ‘At-risk’ young people (n=143; ages 10–
13 years) were screened for high levels of depressive symptoms and parental conflict. 
Reductions in depressive symptoms were observed at post-intervention (ES=0.18) and 
at the six-month follow-up (ES=0.32). Results of an evaluation of CBT-based 
programmes targeting Chinese adolescents living in China with elevated depressive 
symptoms (Yu & Seligman, 2002) found that the intervention significantly reduced 
depressive symptoms over a six-month period. Gillham et al. (1995) found fewer 
young people in the prevention group demonstrated depressive symptomatology in the 
moderate to severe range (22%) compared with those in the control group (44%). 
On the other hand, several studies of the PRP have failed to replicate the positive 
outcomes on mental health symptoms among young adolescents (Pattison & Lynd-
Stevenson, 2001; Quayle, Dziurawiec, Roberts, Kane & Ebsworthy, 2001; Roberts et 
al., 2003). Pattison and Lynd-Stevenson (2001) evaluated the Penn Prevention 
Programmes (PPP), a similar cognitive-behavioural intervention that aims to enhance 
optimistic explanatory style, interpersonal problem-solving skills, assertiveness and 
social skills. The randomised controlled trial, conducted with years 5 and 6 students, 
aged between 9 and 12 years, at a rural primary school in Australia, failed to find 
group differences between the PPP and both a non-intervention and attention control 
group. The authors failed to find evidence that the programme had any impact upon 
depressive symptoms, anxiety symptoms, social skills or cognitive style. Further, they 
found no significant effects for depressive symptoms at post-test or six-month follow-
up compared with active control and assessment-only control groups (Pattison & 
Lynd-Stevenson, 2001). Similarly Stice, Shaw and Marti (2006) did not find any 
substantial differential changes on level of mental health among five prevention 
interventions with adolescents (CBT, supportive-expressive, bibliotherapy, expressive 
writing or journaling). In their recent research, Stice et al. (2009) propose that the 
brief nature of the interventions provided in their earlier research (four sessions) 
probably limited detection of group treatment effects. In a review of school-based 
interventions, Spence and Shortt (2007) note that the design of the study used by 
Pattison and Lynd-Stevenson (2001) was limited by their use of a small sample size, 
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lack of random assignment for the no-intervention control group and low consent 
rates for participation. 
A study conducted by Quayle et al. (2001) likewise piloted and evaluated the effects 
of a modified and shortened version of PPP (Aussie Optimism Program) with Grade 7 
girls aged 11 to 12 years at an Australian private school. The groups did not differ 
significantly on any outcome variables at the post-test or six-month follow-up. 
However, at the six-month follow-up the intervention group reported significantly 
fewer depressive symptoms and higher self-esteem than the control students (Quayle 
et al., 2001). The authors contributed this difference to a decrease in the self-worth of 
the control group at the six-month follow-up compared to the maintenance of self-
worth in the intervention group. 
O’Dea and Abraham (2000) conducted a controlled educational intervention to 
improve self-esteem in male and female adolescents for the purpose of reducing the 
risk of eating disorders and found improved self-esteem and body image as well as 
improvements in anxiety and depression. This self-esteem intervention was 
particularly important because it showed the greatest impact on those students who 
were most at risk of mental health issues. However, methodological limitations of this 
study included the low consent rate, small sample size, poor programme attendance 
rate, lack of representativeness of the sample and substantial loss of data at follow-up 
(Spence & Shortt, 2007). 
Various school-based mental health promotion programmes have also included 
universal interventions with students with clinical diagnosis of mental health disorders 
being excluded (e.g., Gillham et al., 2007; Merry, McDowell, Wild, Bir & Cunliffe, 
2004; Spence, Sheffield & Donovan, 2003; Spence, Sheffield & Donovan, 2005). In a 
randomised controlled trial of a universally delivered prevention programme (RAP-
Kiwi) conducted in New Zealand schools, Merry et al. (2004) observed a significant 
post-intervention decrease in depression symptoms for RAP-Kiwi but not for the 
comparison group. Merry et al. (2004) evaluated teacher-delivered Resourceful 
Adolescent Programmes (RAP) in comparison to a placebo condition, with years 9 
and 10 students, aged 13 to 14 years, in two New Zealand schools. The data were 
analysed using difference scores and indicated that, at post-test, the intervention 
students reported significantly greater levels of poor mental health on both measures 
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compared to the control group. Results were partially maintained over the 18-month 
follow-up period (Merry et al., 2004). However, Spence and Shortt (2007) note that 
the control intervention included some elements that had the potential to influence 
mental health and wellbeing, such as identifying pleasant activities, group problem 
solving and body language.  
Spence et al. (2003) also evaluated the impact of a real world, universal, school-based 
approach to the prevention of mental health issues, with clinical diagnosis excluded, 
in Queensland, Australia. Unlike Merry et al. (2004), this study was a randomised 
controlled trial of a teacher-administered, classroom-based, universal intervention that 
aimed to teach a range of problem-solving and cognitive coping skills to 1500 
students aged 12 to 14 years in 16 schools (Spence et al., 2003). High-symptom 
students in the intervention group showed a significantly greater decrease in poor 
mental health than high-symptom students in the control group. Equally, for students 
with low levels of baseline depression symptoms, the control group demonstrated a 
short-term increase in depression scores and a decrease in problem-solving skills, 
while the intervention condition demonstrated a slight decrease in depression scores 
and an increase in problem-solving ability immediately following the intervention 
(Spence et al., 2003).  
At the 12-month follow-up the intervention effects were no longer evident. Spence, 
Sheffield et al. (2005) subsequently reported the two-, three- and four-year follow-up 
results of this study in order to determine if any delayed beneficial effects became 
evident as the students encountered the stressful life events of adolescence. Despite 
expectations, no significant differences in the trajectories of poor mental health 
symptoms were evident between the intervention and control conditions over the 
follow-up period (Spence, Sheffield et al., 2005). In an analysis of these studies, 
Spence and Shortt (2007) postulate that although Spence, Sheffield et al. (2005) 
utilised a large sample size and random assignment to groups, the results and 
conclusions were restricted due to the limited initial consent rate for participation 
(66%) and the high drop-out rate by the four-year follow-up (40%). 
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3.1.2.2 School-based indicated promotion and early intervention programmes for 
mental health and wellbeing 
Anxiety management/relaxation training and interpersonal approaches also appear to 
be promising elements in school-based interventions, particularly for young people 
with co-morbid symptoms of depression and anxiety (Collins & Dozois, 2008; 
Greenberg et al., 2001). However, a large-scale evaluation of the Problem Solving for 
Life Program, implemented in Australia by teachers with Year 9 students (mean age 
14.34 years), failed to find positive outcomes even at post-test (Sheffield et al., 2006). 
No significant differences between the intervention and control students were found 
in terms of changes in depression, anxiety, coping skills or social adjustment over 
time from: baseline to post-intervention; three-month; and 15-month follow-up. 
Students with poorer mental health, including elevated symptoms of depression at 
pre-intervention showed a gradual reduction in poor mental health symptoms over 
time, irrespective of intervention (Sheffield et al., 2006). The study’s reliance on 
student self-reporting and a relatively low participation rate, together with the limited 
hours of teacher training, with regards to programme delivery, and fidelity of teacher 
observations, were among the limitations noted by Spence and Shortt (2007). 
Research has nevertheless also documented significant strengths, including a large 
sample size, a low attrition rate and the fact that the schools were broadly 
representative of the general population (Spence & Shortt, 2007). Pattison and Lynd-
Stevenson (2001) also conducted primary research of mental health in schools. 
Similar to findings reported by Sheffield et al. (2006), they found no significant 
difference between boys or girls on poor mental health knowledge, treatment seeking 
or attitudes about poor mental health (i.e., improvement in functioning). 
Clarke et al. (1995) describe some positive short-term results from a health promotion 
programme, which focused on reducing the prevalence of affective disorders and 
targeted high school adolescent students (mean age 15.49 years) with poor mental 
health symptoms. Adapted from the Coping with Depression Course (Lewinsohn, 
Antonuccio, Steinmetz & Teri, 1984), which taught cognitive restructuring and 
problem-solving skills, Clarke and colleagues (1995) administered the indicated 
promotion programmes to Year 9 and 10 students (n=150, mean age=15.3). The 
programme was delivered in a small group format (six to ten adolescents) for a total 
of 15 sessions over five weeks. At 12-month follow-up, the incidence of major 
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depression in the intervention group (15%) was half that in the control group (26%). 
Although criticised for being self-selected, the study represents the first published 
report of prevention of a mental health disorder in a child and youth population 
(Barrett & Turner, 2004).  
In a similar way, Lamb, Puskar, Sereika and Corcoran (1998) implemented a 
cognitive skills prevention programme in the US for rural high school students (n=41, 
ages 14 to 19 years). The researchers found a moderate treatment effect size of 0.70 at 
post-intervention. Likewise, Klingman and Hochdorf (1993) conducted research on 
237 Grade 8 students, aged 12 to 13, who were randomly assigned to treatment and 
control groups within classrooms. After 12 sessions over 12 weeks of primary 
prevention programmes on skills coping with distress and self-harm, students in the 
treatment group displayed a lower risk of potential suicide, demonstrated more 
positive coping skills, and obtained significantly more knowledge of suicide facts and 
help resources than students in the control group. Conversely, in a randomised 
controlled trial in rural Australia, Roberts et al. (2003) found no significant 
differences in depressive symptoms between groups immediately after intervention or 
at follow-up. However, the intervention group reported less anxiety and a more 
optimistic explanatory style. Results of poor mental health and wellbeing 
interventions have generally yielded only small to moderate effect sizes thus far and 
many findings still need to be replicated (Collins & Dozois, 2008). 
Few prevention studies have examined the benefits of including a parent or family 
component in school-based interventions (Stice et al., 2009). In Australia, Shochet et 
al. (2001) examined the efficacy of the RAP, an approach derived from cognitive-
behavioural and interpersonal psychotherapies. Shochet et al. (2001) reported on an 
Australian high school cohort (n=260, aged 14 to 15). In the first cohort, mental 
health problems in Year 9 students were measured on three occasions over 15 months. 
In the second year, those in the next cohort were similarly measured, but received an 
11-session small group programme, largely modelled on the cognitive therapy 
approaches of Clarke et al. (1995). In comparison to controls, both intervention 
groups demonstrated significantly greater reductions in poor mental health symptoms 
at post-test, with students who entered the programmes with moderately elevated 
(subclinical) poor mental health scores seeing the greatest improvement. Overall, 
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adolescents reported lower levels of poor mental health on one of two measures at 
post-intervention and 10-month follow-up.  
Shochet et al. (2001) note that the addition of the parent component did not add 
significantly to the effects of the adolescent programme. The attendance rate for 
parents in the family condition (three parent sessions) was extremely low, with only 
36% of adolescents having a parent who attended at least one of the parent sessions, 
and only 10% having a parent who attended all three (Shochet et al., 2001). This study 
was limited by the use of a single school, non-random assignment to experimental 
conditions, potential cohort effects, differential assessment periods across 
experimental conditions, and small sample size (Spence & Shortt, 2007). 
Evidence to support the benefits of including a parent intervention for the prevention 
of depression was found by Gillham, Reivich et al. (2006) in the US. A six-session 
parent component to the PRP was incorporated for a small sample of ‘at-risk’ children 
(n=44). Significant reductions in the adolescents’ symptoms of depression over the 
one-year follow-up period were found when compared to controls (ES=–0.45). In the 
study Clarke et al. (2001) conducted in US, in which the authors included three parent 
education sessions in the control trial of the Coping With Stress Course, and was in 
comparison to their earlier trial that did not provide any parent component (Clarke et 
al., 1995), the experimental group to some extent yielded a stronger treatment effect 
size post-intervention (ES=0.41 versus ES=0.31) and a lower incidence rate (9% 
versus 15%). Positive results were maintained at 15-month post-intervention in the 
2001 trial, whereas differences were not observed at the six-month and 12-month 
follow-up points in the 1995 trial (Clarke et al., 1995; Clarke et al., 2001). Clarke et 
al. (1995) found that a 15 session group cognitive-behavioural intervention resulted in 
greater reductions in poor mental health symptoms by post-test than an assessment-
only control condition for adolescents with poor mental health symptoms, with 
affective disorder total incidence rates of 15% for the active intervention and 26% for 
the control condition; however, this effect was non-significant at 12-month follow-up. 
Stice et al. (2009) noted that even though the specific variables for the results in such 
studies were not identified, the inclusion of parents in prevention programmes is an 
exciting new direction for interventions. 
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3.1.2.3 School-based selective promotion and early intervention programmes for 
mental health and wellbeing 
Cardemil et al. (2002) reported the results of two school-based trials of a modified 
version of the PRP conducted in the US, with markedly different effects in the two 
samples. In their first study, Cardemil et al. (2002) modified the PRP for 
implementation with low-income children of Latino ethnic descent (n=49; mean 
age=11.3 years). A large treatment effect was found post-intervention (ES=0.99), 
which increased at the six-month follow-up point (ES=1.24). Beneficial effects 
encompassing depressive symptoms, negative cognitions and self-esteem were also 
seen over six months of follow-up. A second study also conducted in the US 
(Cardemil et al., 2002), using an indicated sample of predominantly African-
American children (n=106; mean age=10.9 years), failed to obtain a preventative 
effect. However, the follow-up period was limited to six months and the sample sizes 
were small, particularly in the Latino group (Spence & Shortt, 2007). Findings in the 
two-year post-intervention of this study showed that the PRP continued to have 
significant benefits on depressive symptoms and negative cognitions for the Latino 
children, but no significant effects for the African-American children (Cardemil et al., 
2007). Cardemil et al. (2007) found that children in the prevention group reported 
significantly fewer depressive symptoms and a more optimistic explanatory style than 
did controls immediately following the intervention. 
Further, Sturm, Ringel and Andreyeva (2003) illustrate the importance of 
understanding factors that influence mental health and wellbeing in the pursuit of 
school-based mental health and wellbeing promotion programmes. They examined the 
geographic variation in unmet need for school-based mental health services among 
young people. The integral role that schools can play in the delivery of coping skills 
to low-income, racial/ethnic minority young people can also be an outcome of this 
research. Since many parents of low-income, racial/ethnic minority young people may 
be less likely to utilise formal mental health services (Meredith et al., 2009; Stephan, 
Weist, Kataoka, Adelsheim & Mills, 2007), schools and school-based selective 
programmes play an important role in the promotion of positive mental health and in 
the prevention of mental health issues among adolescents. 
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3.1.2.4 Early intervention and prevention programmes: Participatory approaches 
Participatory research studies have been conducted in the field of health care and 
community health promotion (Schulz, Gravlee, Williams & Israel, 2006; Schulz, 
Israel et al., 2006; Srinivasan, O’Fallon & Dearry, 2003). However, adolescents have 
been engaged by researchers almost exclusively as subjects and informants (Powers & 
Tiffany, 2006), rather than resources and partners, particularly in the development of 
programmes (Liegghio et al., 2010; O’Donoghue, Kirshner & McLaughlin, 2004). 
Trinidad (2009) proposes that effective research incorporates the processes of youth 
participation, critical consciousness and production of cultural knowledge. Trinidad 
(2009) also highlights the complementary nature of these processes and the need for 
their simultaneous use through specific activities, which many conventional youth 
programmes lack. However, different types of research differ according to the degree 
of control exerted by the researcher over outcomes and definitions of improvement 
(see Fern, 2011; Liegghio et al., 2010). Table A6 (see Appendix A) highlights the 
major school and community participatory studies that surrounded mental health and 
wellbeing and adhered to most of the key principles of participatory research. 
In youth-specific research, there is a strong underlying determination to involve 
young people from the very earliest stages of intervention development (O’Donoghue, 
Kirshner & McLaughlin, 2002; Stafford et al., 2003). Distinguishing the current 
research from true youth participation, involving young people deciding on the 
agenda itself (National Children’s Advisory Council, 2009), the researcher and the 
school administration determined the questions to be asked and subsequently decided 
what to do with the information. However, in the current study the very nature of the 
research requires that power be biased towards adults (National Children’s Advisory 
Council, 2009). While this involvement is often within the bounds of an adult agenda, 
a study conducted in the UK noted that young people saw this form of participation as 
very valuable (Stafford et al., 2003). Stafford et al. (2003) have further suggested that 
the process should be motivated by a genuine interest in making use of young 
people’s views, and have a clear purpose that is well communicated to young people 
and is respectful of young people’s role as making an important contribution. While 
making clear its objectives about youth mental health prevention and promotion, the 
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current study focuses on male adolescents and the reciprocal partnership with the 
school in the design and evaluation of a mental health and wellbeing programme. 
Conversely, some health sector researchers see participatory practice as a threat to the 
validity of research (Rowling, 2003). Seriously including adolescents as active 
participants, particularly in the context of education (Tisdall, 2010), has thus remained 
somewhat elusive (Graham & Fitzgerald, 2010). However, most recently a number of 
researchers have sought to develop new directions by examining the gap between 
promise and practice of participation, particularly among adolescents (Fielding, 2007; 
Thomas, 2007). Research in which students and the wider school community are 
encouraged to participate as active stakeholders have been shown to potentially create 
opportunities for effective promotion among youth (Powers & Tiffany, 2006). 
Further, this may allow researchers to more effectively use the knowledge gained to 
guide and create collective change in organisations, programmes, communities and in 
research participants themselves (Reason, 2001; Wicks & Reason, 2009). The practice 
of having participants and the wider school community as active stakeholders is 
increasingly becoming adopted and adapted in evaluation practice (Rogers & 
Williams, 2006). Therefore, the active involvement of young people and school staff 
in the current project is intended to aid in establishing a youth-specific and tailored 
intervention programme in a specific school environment. The contributions from 
major stakeholders guided the design and implementation of the programme, allowing 
for a more specific and tailored approach for interventions targeting young males. 
An Australian study (Monshat et al., 2012), while not in a school context, used a 
participatory consultation methodology with young people to design an online 
Mindfulness Training Program. The programme aimed to improve young 
participants’ psychological distress and emotion regulation. The authors concluded 
that the contributions by the youth had made a major impact on the design and 
strategy for recruitment and evaluation of the eventual programme, called Mindful 
Awareness Training and Education (MATE) (Monshat et al., 2012). Similarly, in 
keeping with participating research practice, in the dissemination of MindMatters (a 
national mental health promotion programme for secondary schools in Australia), 
schools were given back their baseline data (Hazell, Vincent, Waring & Lewin, 2002). 
Aspects of the MindMatters programme have been evaluated (Askell-Williams, 
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Lawson & Murray-Harvey, 2007; Hazell, 2005; Rowling & Mason, 2005). While 
some health sector research sees a partnership perspective, such as this one, as a threat 
to the validity of the research (Rowling, 2003), Hazell et al. (2002) highlight the 
positive aspect and achievement of this approach through the balancing of 
opportunities to develop student-level evidence, the need for flexibility and 
cooperatively working with schools, and the expectations of administrators and policy 
makers. Thus, researchers have proposed that partnerships in the school environment 
are an essential quality of health promotion practice (Department for Education and 
Skills, 2001). The purpose of the current research project is to build on this, by 
establishing an evidence base for the benefits of students and the broader school 
community participating in the programme design, particular to the Australian school 
context and mental health promotion among male adolescents. 
Along with addressing the determinants of health, health promotion using a 
participatory approach aims to enable change and to empower people so that they 
have the capacity to improve their own health as well as the health of the community 
(Kickbusch, 2003; Powers & Tiffany, 2006). In contrast to traditional disease 
prevention in schools, the Health Promoting Schools approach similarly addresses 
determinants of health in the environment (Rowling & Jeffreys, 2006). It aims to 
empower schools to be active partners in the development and design of health 
promotion practices instead of being reactive to instructional materials produced by 
outside bodies (Tjomsland, 2009). In an Australian systematic review of evidence-
based health promotion by the Department of Human Services (2000), the authors 
provide advice on approaches to adolescent health promotion. They strongly propose 
that recommendations need to be carefully considered against the context of 
implementation. Rowling (2003) concurs and adds that controlled designs do not 
contribute to capacity building, limiting the quality of implementations. Moreover, 
increased effectiveness and sustainability of programmes and participant or 
community empowerment are among the claimed benefits of collaborative 
participation among young people (Kickbusch, 2007; Rifkin, Lewando-Hundt & 
Draper, 2000; Wallerstein & Duran, 2006). 
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3.1.2.5 Australian health system responses to the mental health of young people 
Over the last decade community attitudes towards common mental health problems in 
Australia have seen remarkable change (Hickie & Walter, 2009). Much of the 
previous discussion about mental health and wellbeing promotion has been heavily 
circumscribed by discourses of ‘risk’ and ‘harm’ (Graham & Fitzgerald, 2010). In 
addition, the research was primarily aimed at mental health-related problems (Graham 
& Fitzgerald, 2010), mainly implementing strategies to assist early identification such 
as screening for failure, depression or anxiety. In Australia, there has been a shift 
from these individually-focused interventions and programmes to a socio-ecological 
approach that looks beyond the individual to other factors that impact on health and 
wellbeing (Commission on the Social Determinants of Health, 2008; Merzel & 
D’Afflitti, 2003). A range of factors have contributed to these changes, including 
national response to the rapidly rising rates of youth suicide, increased awareness of 
the adverse effects of alcohol/drugs and the development of the national mental health 
policy (Hickie & Walter, 2009). 
In recent years, a rethinking of adolescent mental health and wellbeing has meant 
increased dialogue concerning different strength-based approaches to school health 
promotion. In Australia, this stronger emphasis on health promotion has resulted in 
the funding of the Healthy School initiatives, including an emphasis on the quality of 
relationships, empowerment and equality of the school community and an emphasis 
on the health of the school (Graham & Fitzgerald, 2010). The mental health agenda, 
while continuing its strength-based emphases, has encompassed a focus on resilience 
(Graham & Fitzgerald, 2010). Coupled with the wellbeing dimension of mental health 
promotion, resilience-led perspectives and strengths-based approaches have become a 
platform for progressing initiatives aimed at improving adolescent social and 
emotional wellbeing. Graham and Fitzgerald (2010) note that this shift towards 
strengths-based and resiliency approaches aligns more readily to the notion that young 
people should be active participants in which they provide crucial insights and 
valuable perspectives. The research literature has shown that these new 
understandings of the theory and practice of children and adolescent participation 
have largely influenced how adolescents’ social and emotional wellbeing is 
understood and acted upon (Graham & Fitzgerald, 2010; Percy-Smith & Thomas, 
2010). 
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Australia has more traditionally taken a whole-school, whole-community approach, 
based on networks of healthy and resilient schools (Stewart, Sun, Patterson, Lemerle 
& Hardie, 2004). Specific Australian mental health programmes that have passed 
systematic review (e.g. Adi, Killoran et al., 2007) include Roots of Empathy12 (Cain & 
Carnellor, 2008) and Friends13 (Barrett et al., 2006). The development of a national 
depression awareness campaign, BeyondBlue, and the development of a national 
secondary school programme for increased mental health awareness, MindMatters (a 
national mental health promotion programme for secondary schools in Australia), has 
also paved the way for changes in Australian attitudes towards mental health among 
adolescents (Hickie & Walter, 2009). Acknowledging the partnership perspective, 
assisting school communities to increase their confidence and competence in school 
mental health promotion, MindMatters has been one of the few programmes to 
accommodate a participant research approach (Rowling, 2003; Rowling & Mason, 
2005). The proposed research is partly in response to the growing body of evidence 
that young people need recognition as active participants in research, but also to 
mental health and wellbeing promotion programmes acknowledging the complex 
nature of relationships and the interlocking conditions that underpin them (Graham & 
Fitzgerald, 2010). Table A5 (see Appendix A) summarises Australian prevention and 
health promotion programmes targeted specifically at young people. 
In section 3.1, school-based mental health and wellbeing intervention programmes 
have been reviewed and evaluated, and approaches that promote healthful behaviours 
among adolescents have been determined. The prevalence, health consequences and 
factors influencing adolescent mental health that are relevant to the current study, 
particularly among male adolescents, have also been outlined. Section 3.2 will 
summarise the key findings in the literature and compare them with the implications 
for school-based mental health and wellbeing programmes among adolescent males. 
                                                 
12 Roots of Empathy is an evidence-based classroom programme aimed at reducing levels of aggression 
among school children while raising social/emotional competence and increasing empathy (Cain & 
Carnellor, 2008; Schonert-Reichl, Smith, Zaidman-Zait & Hertzman, 2012). 
13 Friends is a CBT programme designed to be used in the classroom that aims to increase the 
resilience and happiness and decrease anxiety of young people (Barrett, Farrell, Ollendick & Dadds, 
2006). 
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3.2 School-based Mental Health and Wellbeing Programmes for Male 
Adolescents 
Subsequent to the previous two sections, which discussed the prevalence and 
disparities of mental health among adolescents and school-based mental health and 
wellbeing programmes, this section explores the implications for research and mental 
health practice among male adolescents, particularly in the school context. According 
to the literature, there are three main implications that are specific and relevant for 
school-based mental health interventions, the mental health and wellbeing of male 
adolescents and thus the current project. These include: 
1) Changing how male students’ mental health issues are perceived in schools 
through multi-disciplinary teamwork, coordination of interventions, 
integration of interventions, modification of student support staff roles and 
development of systematic approaches to address male adolescent mental 
health (Adelman, 2010; Degney et al., 2012; Fives et al., 2011; Gulliver et al., 
2010; Meredith et al., 2009). 
2) The need to use schools to increase access to mental health and wellbeing 
services, including whole-school programmes and interventions, for 
adolescents (de Jong & Griffiths, 2008; Pommier et al., 2010). 
3) The essentiality of available mental health interventions through expanded 
school resources and combining school and community resources specifically 
in relation to the collaboration of researchers and school staff (Christodoulou 
et al., 2011; Li et al., 2009; Powers & Tiffany, 2006; St Leger et al., 2007). 
 
Despite an overrepresentation of males, there seems to be only limited literature on 
male adolescent health and specific mental health and wellbeing interventions for 
young males. Males have long been overlooked and under-theorised in mental health 
research, and little research exists that examines specifically how some males are able 
to negotiate their wellbeing more successfully (Riska, 2009). Specifically, in 
Australian and international school-based mental health research, numerous studies 
have involved female rather than male adolescents (see Pinto-Foltz, 2009; Schinke et 
al., 2008). There is a need for greater understanding of males’ experiences of mental 
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health (Ridge, Emslie & White, 2011), particularly around managing wellbeing 
(Addis, 2008) and programme effects. There is, therefore, a strong possibility that 
current initiatives that develop services for adolescents will fall short unless these are 
configured in ways that take the unique mental health and wellbeing issues of 
adolescent males into account. It is, therefore, necessary for mental health services 
and intervention programmes to be constructed for males (Pinkhasov et al., 2010), 
particularly across the entire range of adolescence, including, rather than excluding, 
the pubertal (under 16 years of age) period (Briggs, 2009). Further, engaging with 
mental health and wellbeing has implications for health professionals, as this suggests 
that formulating a range of intervention strategies, targeted to appeal to different 
needs, may be useful in terms of reaching out to young males. 
The complexity of the nature of adolescent mental health and wellbeing can be seen 
through the diverse factors that play a part in the overall development of mental health 
and associated programmes. In addition, in consideration of the multiple ways that 
mental health has been measured and that mental health promotion programmes have 
been utilised, it is still important to place male adolescent mental health in its 
appropriate age/stage context, tailoring programmes to male adolescents’ unique 
needs and contexts. The current research primarily examines a programme 
development and performance progress among adolescent males aged 11 to 13 years. 
The role of the school environment on adolescents’ mental health is becoming 
increasingly diverse and important, particularly as schools are being seen as a priority 
setting for health promotion (WHO, 2005). The school environment may provide 
students with the only source of mental health service (Weare & Markham, 2005), 
creating the opportunity for screening, early detection of problems and early 
intervention (Adelman & Taylor, 1998; Armbruster et al., 1997; Casat et al., 1999). 
Schools also provide an avenue to disseminate, collect and report on adolescent health 
and wellbeing and associated programmes, particularly as school enrolment is 
compulsory among this age group (Masia-Warner et al., 2006; Testa & Coleman, 
2006) and as a result have unparalleled contact with youths (Masia-Warner et al., 
2006). 
Studies have shown the importance of school-based mental health and wellbeing 
programmes and interventions, including their sustainability in school settings and 
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adolescent populations. Mental health research suggests that school-based mental 
health and wellbeing programmes foster adolescents’ emotional skills, enabling 
adolescents to realise optimal health and cope with adversity, reduce the chance of 
progression of mental health condition to a more severe phase and play a major role in 
the mental health of the adolescent. School-based mental health programmes are also 
seen as part of an essential support system that aims to enhance adolescents’ mental 
health and wellbeing. The focus of school-based mental health and wellbeing 
programmes largely concerns: 
1) Promoting social-emotional development. 
2) Preventing mental health and psychosocial problems. 
3) Enhancing resiliency. 
4) Intervening early after the onset of mental health-related problems. 
5) Addressing factors in schools that affect young people such as bullying, 
alienation and student disengagement. 
6) Establishing policies and practices for school-based mental health that 
confront equity considerations. 
7) Building capacity among staff to address and promote healthy development of 
students. 
8) Drawing on empirical evidence to aid in the development of effective 
interventions. 
In addition, there are trends towards making services more accessible and responsive 
to the needs of young males. However, there is little understanding among researchers 
how school mental health and wellbeing programmes may affect the mental health of 
young male adolescents. A major problem in addressing the mental health needs of 
young males is their lack of access to and uptake of mental health services. Schools 
are, therefore, seen as essential partners in transforming the mental health of 
adolescents in Australia, particularly for male adolescents. 
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Therefore while the positive affect of school-based programmes on the mental health 
and wellbeing outcomes among adolescents are being recognised, the benefits of 
specific and targeted programmes for male adolescents are yet to be explored. A 
better understanding of mechanisms linking male adolescents’ mental health and 
wellbeing to specifically designed programmes is important for the development of 
optimal school-based programmes for young people. This is a pivotal aspect of the 
current project and forms part of the premise on which the current study explores 
mental health and wellbeing programmes. 
Further, implementation of new practices in schools, specifically mental health 
promotion interventions, has given rise to several barriers and concerns, including 
dissemination, readiness for and fidelity of implementation, generalisability, 
adaptation, sustainability and replication of scale (Forman & Barakat, 2011; Nylen, 
Moran, Franklin & O’Hara, 2006). Massey, Armstrong, Boroughs, Henson and 
McCash (2005) examined the challenges for mental health programmes in schools. 
They conducted focus groups with adolescent participants to determine any problems 
encountered as an innovative programme was in the early adoption phase. The first 
challenge identified by the focus groups was a lack of understanding of the role and 
purpose of the mental health service being provided. When diverse contributors are 
involved, such as the education system, mental health service providers and advocacy 
groups, many differing agendas were found to be apparent (Massey et al., 2005).  
Although research findings indicate that emotional, behavioural and social problems 
of adolescents can be prevented or ameliorated through the use of these programmes, 
they have not been translated into practice in schools (Forman & Barakat, 2011). 
Addressing the content and process of the intervention and its theoretical rationale and 
empirical basis are important components when implementing effective interventions 
in schools (Han & Weiss, 2005). Interestingly, Stewart-Brown (2001) notes that both 
controlled and randomised controlled study designs are often based on the assumption 
‘that delivering a standardised intervention, which can be faithfully reproduced in 
different schools, is possible and desirable’ (p. 273). Research has also postulated that 
disregarding educational and health promotion literature, and the dynamic and 
idiosyncratic nature of schools, can lead to inappropriate applied research designs 
(Rowling, 2003). 
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Independent of the mixed reviews of school-based mental health and wellbeing 
promotion programmes, it is important to note that there are several factors that are 
consistently associated with positive outcomes (Forman & Barakat, 2011). Of those 
programmes specifically for young people, the few that have been evaluated for their 
impact found the following factors contributed to their effectiveness: (1) programme 
implementation; (2) support and co-operation of parents; (3) behaviour change-
oriented intervention; (4) integration of programme content into general classroom 
curriculum; (5) developmentally appropriate programme contents; (6) elements of 
CBT; (7) social skills training; and (8) teacher consultation in promoting good mental 
health (Zhang & Feller, 2007). 
There are other studies that showed the importance of the evaluation of programmes 
and practice, including their sustainability in school settings and with adolescent 
populations. Moreover, Christodoulou et al. (2011) assert that mental health 
promotion projects must include an evaluation component and have the evidence of 
how mental health promotion programmes should be implemented for the best 
outcomes. Correspondingly, Barry and Jenkins’ (2007) review of existing studies 
concluded that these programmatic aspects are essential for effective implementation. 
In a French study, Potvin, Bilodeau and Gendron (2008) identified three main 
challenges for those evaluating mental health promotion programs: (1) defining the 
activity to be evaluated in order to raise pertinent evaluation questions; (2) 
implementing an appropriate, rigorous research methodology; and (3) producing 
pertinent knowledge for actions. Further, Pommier et al. (2010) note that in this 
context, and that of mental health promotion particularly in the school system, the 
choice of methodology is of paramount importance. 
Therefore, despite research demonstrating the value of early intervention in schools, 
the efficiency of interventions for adolescents who are at risk of or exhibiting 
substantial mental health problems and the importance of mental health in 
development, adolescent mental health continues to be sporadically considered, 
particularly among male adolescents. Regardless of the discourse, however, all 
approaches adhere to the belief the schools can have a wider role, outside their 
traditional academic one (Weare, 2010). However, what is provided by schools under 
the rubric of mental health programmes and whether those programmes are effective, 
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is largely unknown (Hoagwood & Erwin, 1997; Powers & Tiffany, 2006; Rones & 
Hoagwood, 2000). Recognising that health is a complex, socially determined concept 
means that activities to promote health require careful planning, and often 
collaboration with different agencies (Center for Mental Health in Schools, 2006; 
Weare & Markham, 2005). Correspondingly, the question still remains as to what 
these integrative learning and teaching programmes should look like, and how such 
processes work in the context of the school environment among male adolescents. 
Nevertheless, there are very few studies that link the importance of collaboration with 
adolescents and the school community as active participants in research. Given this, 
and the acceptance and use of encouraging participation by all stakeholders, the 
incorporation of school staff and students to design and implement a mental health 
and wellbeing programme for male adolescents is a valuable and appropriate 
approach to underpin this research. Specifically, in using this design to identify ways 
to cater for and assist male adolescents to develop positive mental health and 
associated skills, we will better understand the relationship between mental health, the 
use of schools as an avenue to deliver effective mental health promotion and 
prevention among young males, and male adolescents’ sense of mental health and 
wellbeing. The current project recognises the value of discussing mental health and 
wellbeing issues with stakeholders and utilising their responses to tailor prevention 
and intervention programmes to their needs. Facilitating discussions with the male 
adolescents and school administration is the optimal ways to discern issues, further 
needed support and eventual experiences of the mental health and wellbeing 
programme. 
Research has emphasised that youth-specific approaches are necessary when 
implementing effective school-based mental health and wellbeing promotion 
programmes (Hickie & Walter, 2009). Literature has highlighted that school-based 
mental health promotion programmes should be characterised by their 
developmentally-oriented approach to the management of poor mental health and 
wellbeing, including the acknowledgement of the evolving nature and complex 
pattern of mental illness in this age group; young peoples’ individual and group 
identity and unique life-stage issues (Mrazek & Haggerty, 1994); and their discerning 
help-seeking behaviours (Rickwood et al., 2005). The US Center for Mental Health in 
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Schools (2006) report recommends that any attempts to alter the manner in which 
mental health treatment is delivered must take into account the opportunities and 
needs of the school. Analyses and approaches to such innovations have paid little 
attention to the context and have had a limited procedural framework (Addis, 2002; 
Elliott & Mihalic, 2004; Greenberg, 2004). Adelman and Taylor (2009) conclude that 
with these deficiencies throughout the implementation process and context, 
innovations are diffused and their effectiveness limited. 
Schools are positioned as one of the key sites for delivering programmes, being 
regarded as having the greatest potential for making valuable contributions to 
reducing mental health and wellbeing problems (Mittelmark, Kickbusch & Rootman, 
2007; Naidoo & Wills, 2009). Poor mental health and wellbeing among male 
adolescents is therefore more likely to be detected effectively treated within a school 
setting. The current project utilises these features of such school mental health and 
wellbeing frameworks, making it an effective avenue for a programme that is more 
accessible and responsive to the needs of young males.  
Advancing mental health and wellbeing of male adolescents in schools hinges upon 
the development of a comprehensive, multifaceted approach to strengthen students, 
families, schools and communities. Mental health and wellbeing programmes in 
schools must reflect a shared agenda to integrate the improvement of adolescent 
mental health and the need to collaborate with different stakeholders. The current 
study seeks to examine the implementation of a mental health and wellbeing 
promotion programme in the school context, with the hope that encouraging the 
participation of the whole-school community may be of value to understanding 
effective mental health strategies and providing an empirical basis for programmes in 
male youth-specific research, and act as a means to diffuse problems raised in earlier 
research. 
There is an urgent need for effective school-based adolescent interventions, 
particularly targeting adolescent males. To date, secondary school-based interventions 
have been limited by their single-faceted approach, small scale effects and gender 
bias. To address these shortfalls in the current literature, the current mental health and 
wellbeing programme was designed and implemented. The aim of the study was to 
investigate male adolescent mental health issues, needs and services for effective 
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mental health promotion in schools. Identifying these areas has directed the aims of 
this project and responds to research into school mental health promotion programmes 
for adolescents both in Australia and internationally (Brener, Martindale et al., 2001; 
Cardemil et al., 2010; Christner, Mennuti & Whitaker, 2009; Levitt et al., 2007; 
Naidoo & Wills, 2009; Wells et al., 2003). This is also significant in relation to the 
current projects’ subsidiary questions. Thus, this research utilises a study design in 
which the school community and students have the opportunity to shape, produce and 
evaluate a mental health and wellbeing programme specific to their contextual needs.  
3.3 Significance of the Current Research 
Findings from this research project have significant implications for the method and 
practice of mental health promotion in schools. The study will help enable local health 
and education systems to plan, tailor and evaluate school mental health and wellbeing 
programmes based on evidence. In its intention to align the school environment and 
adolescent community with mental health promotion and prevention, the current 
project, in collaboration with the school, designed a specific mental health and 
wellbeing promotion programme for adolescent males. Such amalgamation not only 
enriches and deepens how the school community interprets and understands male 
adolescent positive mental health, but also provides us with a greater opportunity to 
understand and improve those processes. 
This study also reflects on the relevancy of ‘real world’ intervention by conducting 
research that will generate ‘practice-based evidence’ (Green, 2006). As mental health 
interventions and mental health and wellbeing promotion programmes begin to be 
implemented in schools, the current research will help by providing a platform to 
support and study the processes and structures required for effective school mental 
health programmes delivered to adolescents. 
The study is a significant endeavour in promoting school satisfaction awareness 
among students. By understanding the needs of the students and the benefits of quality 
mental health promotion programmes and education, the current research also gains a 
deeper understanding of the needs and mental health issues among Australian male 
adolescents. This research, therefore, informs practice by providing a framework for 
schools and classroom teachers to administer and deliver youth-centred programmes 
specifically designed for male adolescents and their mental health issues. 
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Moreover, the research provides recommendations on how to value students as part of 
the process in developing mental health programmes and support for students during 
the transitory time of puberty, as they are taking a large part in the overall 
development and evaluation of proposed programme. This is significant as this 
approach capitalised on student-level data through the use of the current methodology. 
This is clearly one of the most innovative aspects of the study as it enables participant 
response beyond what current retrospective methods offer. Thus, the research extends 
the methodological opportunities available to educational and school mental health 
and wellbeing research. 
Finally, as the research base of effective programmes begins to grow, it is also 
important to determine elements of replicability to identify how these programmes 
can be transferred to different schools, school systems and populations of students, 
and to identify barriers to successful implementation. Therefore, utilising the concept 
of mental health provides the opportunity to draw together separate areas of research 
in designing and evaluating comprehensive and interconnected approaches to mental 
health promotion in secondary schools. 
3.4 Conclusion 
The mental health and wellbeing of adolescents’ has been brought to the forefront of 
research and health-related initiatives in recent years. These are explored through four 
reciprocal themes that are illuminated within the background literature in Chapter 2 
and Chapter 3:  
1) Adolescence is a time of great change, and factors that are detrimental to mental 
health during these pivotal years should not go unnoticed.  
2) Mental health and wellbeing problems often manifest within the school setting. 
Left unattended, these concerns may impact academic, familial, and social realms of 
life, therefore early intervention and prevention is necessary. 
3) There is a gap in the research literature pertaining to school-based programmes for 
adolescent males that cater for their unique development and expression of mental 
health and wellbeing issues. In the light of the growing research suggesting schools 
play an integral and beneficial role, it is important that this framework also caters for 
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adolescent males. The development of school-based programmes to support male 
adolescent mental health issues are essential to better serve this vulnerable population. 
4) Mental health and school collaboration is needed to align the school environment 
and adolescent community with mental health promotion and prevention. This 
intention will enrich and deepen how the school communities interpret, understand 
and support male adolescent positive mental health. 
Chapter 2 primarily concerned itself with adolescent mental health and wellbeing, 
particularly among young males, reinforcing its complex and multifaceted nature. 
Awareness of such patterns and risk factors among male adolescents is important, not 
only on an individual basis, but also with respect to the design of school-based 
programmes. The critical review of the approaches to mental health promotion in 
Chapter 3 identified the  need for school-based mental health interventions and the 
integral role mental health promotions in schools play in shaping the health of male 
adolescents. This chapter identified the lack of research into school-based 
programmes that cater for male adolescent unique development and expression of 
mental health and wellbeing issues, and the limited involvement of the school and 
school psychologists in this process. The current study attempts to bridge this gap 
currently experienced in the dissemination of mental health and wellbeing 
programmes and referral for male adolescents in school contexts. This will be 
ascertained through comparisons of male and female adolescent worries and stresses, 
body image and self-image, analysis of a school-based and collaboratively designed 
programme for male adolescents including longitudinal results, and the impact of 
school councillors in the identification, referral and treatment of high-risk males with 
mental health and wellbeing problems. The crucial nature of such a school-based 
mental health and wellbeing programme that assesses the impact, acceptability and 
potential efficiency for adolescent boys, is central to the goals and aims of the current 
project.  
In Chapter 3 various approaches to mental health and wellbeing interventions and the 
significance and effective elements of school-based programmes have been outlined. 
In light of the critique offered above and current findings, the evidence suggests that 
successful school-based mental health and wellbeing promotion programmes that 
positively change adolescent mental health and wellbeing can be designed specifically 
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for young males in collaboration with major stakeholders. Taking this into 
consideration, the methodological approach underpinning this research is outlined 
further in the following chapter. 
 89 
 
Chapter 4 Methodology 
Previous chapters have provided an overview of the current research project with 
particular reference to relevant theory and empirical evidence for male orientated 
mental health and wellbeing school-based programmes. Section 4.1 identifies the 
setting and methodological approach employed by the researcher. Objectives and 
research questions are presented in this chapter and the methodology, including the 
form of the approach used; research design and a description of the participants are 
then described. The procedures of the study, data collection techniques and 
implementation strategies are also outlined. 
4.1 Research Questions 
The research questions below were derived in liaison with school administration staff, 
pastoral care coordinators and a school counsellor. The main aims of the intervention 
were guided by a whole-school approach prior to the start of the mental health and 
wellbeing intervention. The design and implementation of the programme was also 
guided by discussions with administration staff, pastoral care coordinators and the 
school counsellor. 
The overarching research question of the current project was: 
Can a mental health and wellbeing promotion programme, delivered using a 
controlled quasi-experimental research design, affect levels of worry and stress, body 
image and self-perception in Year 7 male adolescents? 
Subsidiary research questions include: 
1) How can the findings be used to inform the development of school-based 
programmes to support male adolescent mental health issues? 
2) How can the findings be used to inform the development of school and 
community health education and health promotion programmes? 
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4.2 Research Aims 
The mental health and wellbeing intervention programme involved the entire Year 7 
(11 to 13 years old) student population at the intervention school. This age group was 
targeted for two reasons. First, mental health research has shown that the prevalence 
of mental health and wellbeing issues among adolescents aged 11 to 15 years have 
increased (Australian Institute of Health and Welfare, 2010; Duggal et al., 2001). 
Second, there has been limited research targeting males in this age group, especially 
in secondary school settings (Briggs, 2009; Degney et al., 2012; Pinkhasov et al., 
2010). 
The main aims of the mental health and wellbeing intervention were to: 
1) Examine differences in the physical self-perceptions, body image and 
worries/stresses of adolescents in Year 7, with a particular focus on male 
adolescents. 
2) Examine the impact of the intervention on the physical self-perception, body 
image and worries/stresses of a cohort of adolescent males in Year 7. 
4.3 Research Strategy and Design 
In order to achieve the research aims, the research was undertaken in a cohort of 160 
male adolescents, aged between 11 and 13, in Year 7. The study examined the overall 
mental health and wellbeing needs of male participants, explored the research base for 
ideas for mental health and wellbeing programmes, compared current school-based 
mental health and wellbeing promotion practice (see Calhoun, 2009), and 
implemented changes as part of a mental health and wellbeing programme. This study 
also evaluated the programme after its implementation during the students Year 8 
experiences. The control group for this programme implementation was a cohort of 43 
age-matched Year 7 male students from a nearby school. 
4.3.1 Data collection 
In the area of practice-based research, qualify improvement and public health, there 
are many situations where individual randomisation is not possible (Aussems et al., 
2011; Bonell et al., 2011; Handley, Schillinger & Shiboski, 2011). Thus, a quasi-
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experimental design pre-test/post-test control group design was chosen due to the 
limitation of not being able to conduct random assignment at the individual level. 
Cook and Campbell (1979) define a quasi-experiment as an experiment where 
randomisation is not possible and participants cannot be assigned to the experimental 
conditions. As such, students who participated in the intervention programme had 
already been selected for the programme, based on an agreement for participation by 
the school and administrators. A quasi-experimental non-equivalent comparison 
group design with one between-subject and one within-subject factor was employed 
to address the research questions. Schools, rather than students, were assigned to 
either an intervention or monitoring condition. There were two between-subject factor 
levels: (a) intervention condition and (b) control condition. 
Additionally, the use of multiple data collection strategies can establish the credibility 
of research findings and implications for mental health and wellbeing programmes 
research in schools (Hendricks, 2009). When used in combination, various 
quantitative methods complement each other and allow for a more robust analysis, 
taking advantage of the strengths of each (Creswell, 2009; Greene & Caracelli, 1997; 
Tashakkori & Teddlie, 2003), permitting a flexible and iterative approach. Thus, this 
research utilised a variety of quantitative data collection methods, including: 
quantitative questionnaires and open-response evaluation forms. The open-response 
forms were used by students to evaluate the workshops in terms of the mental health 
and wellbeing intervention implantation, participant attendance and enjoyment of 
sessions. Methodological tools such as these are employed when there is a concern 
both for what is happening as well as for how and why it is happening the way it is 
(Sosulski & Lawrence, 2008). 
The descriptive element of the proposed research employed the use of a survey. To 
illustrate the descriptive nature of research, Creswell (1994) proposes the existence of 
the need to gather information about the present existing condition. The purpose of 
employing this method is to describe the nature of a situation, as it exists at the time 
of the study and to explore the cause/s of particular phenomena. In order to formulate 
rational and sound conclusions and recommendations for the potential topics in the 
mental health and wellbeing programme, the current research opted to use this 
method, particularly considering the desire of the researcher to obtain first-hand data 
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from the respondents. The primary goal of the quantitative data was to identify the 
potential predictive power of selected variables on mental health and wellbeing 
programmes and subsequent potential of the mental health and wellbeing programme 
to affect participants’ mental health. 
Further, it has also been demonstrated that self-completed questionnaires are 
preferable to face-to-face interviews in terms of reducing reporting bias both across a 
large number of sensitive topics, including mental health (Tourangeau & Smith, 
1996), and among young people (Currivan, Nyman, Turner & Biener, 2004). As a 
result, a self-completion questionnaire was selected for this phase of the study in order 
to: (1) eliminate potential interviewer and non-response biases associated with 
collecting sensitive information face-to-face; (2) collect information in a standardised 
format to enable reliable and consistent comparisons between groups; and (3) enable 
data from a large number of respondents to be collected in a time- and resource-
efficient manner. Self-report measures are proposed in hopes of better capturing a 
participant’s accurate and honest subjective experience of the mental health and 
wellbeing programme. 
4.3.2 Instruments 
The quantitative questionnaire (see Appendix B) was divided into three parts, the first 
being self-report demographic variables, including gender, age, ethnicity/cultural 
background and SES. The second asked questions pertaining to the students’ health 
and lifestyle, including body image and self-perception questions. The third section 
assessed respondent’s worries and/or concerns in environments such as school or the 
home. Questions were based on the research literature in the area of mental health and 
wellbeing programmes, adolescents’ health, including adolescent anxiety and 
depression, and protective factors such as resilience and self-esteem (Abraham, 
O’Dea & Kefford, 1999; Allen & Rapee, 2009; Allen, Rapee & Sandberg, 2012; 
Lyneham et al., 2011; O’Dea, 1998, 1999, 2009; O’Dea & Wilson, 2006; Stunkard, 
Sorensen & Schlusinger, 1983; Van Hoorn, Kefford, O’Dea, Richardson & Abraham, 
1999). The questionnaire had been previously pilot tested and administrated to 
children and adolescents aged 6 to 18 years in two national school-base studies 
(O’Dea & Dibley, 2010; O’Dea & Wilson, 2006). Internal consistency reliability was 
assessed, by Cronbach’s alpha, for each outcome measure (Waltz, Strickland & Lenz, 
 93 
2005). For internal reliability, a Cronbach’s alpha of approximately .70 and above is 
shown to be acceptable (Carmines & Zeller, 1979; Field, 2009). Validity and 
reliability has been reported as follows for individual sections of the questionnaire 
where available. 
4.3.2.1 Measurement of demographic variables 
Information regarding age, gender, and family cultural/ethnic background was 
provided by means of a questionnaire with closed respond questions with categorical 
options. 
4.3.2.2 Measurement of SES and ethnicity/cultural background 
Information regarding age, gender, and family background was provided by means of 
a questionnaire with closed questions. The participants’ ethnicity was self-reported 
and included categories of Caucasian/Northern European (52.8% (n=84), 65.0% 
(n=26)), Southern European (23.9% (n=38), 30.0% (n=12)), Asian (3.1% (n=5), 
2.5% (n=1)), Middle Eastern (8.8% (n=14), 2.5% (n=1)) and Other (11.3% (n=18), 
2.5% (n=1)) for both intervention and control groups respectively. 
The SES of the schools was categorised as low, middle or high SES according to 
parental income and education level, as well as confirmation by the principal of each 
school’s SES according to the majority of students attending. 
4.3.2.3 Measurement of self-perception 
The Physical Self-Esteem Score (Abraham et al., 1999), also known as the Body 
Appearance Rating (Van Hoorn et al., 1999), was used to assess perception of 
physical appearance using a self-perception rating score from zero to 10 (10 being 
‘perfect’) for how participants rate their own body appearance (self) and their 
perceptions of how ‘other people’, ‘people of the opposite sex’, ‘mother’ and ‘father’ 
would rate them. This component of the instrument has been successfully validated 
(O’Dea, 2009) against several scales on the Eating Disorder Inventory, including the 
Body Dissatisfaction and Drive for Thinness Scales (Garner, Olmstead & Polivy, 
1983) with significant (p<.001) negative Spearman correlation coefficients of between 
.55 and .67. In addition, adolescents have been found to be able to accurately report 
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their anxiety (Brooks & Kutcher, 2003), depression and self-esteem using this basic 
10-point scale (O’Dea, 2009; O’Dea & Abraham, 2000). Such self-reports have also 
been verified by clinicians as being reasonably accurate in identifying these issues 
(Rey et al., 2002; Timbremont, Braet & Roelofs, 2008). The self-perception subscale 
of the questionnaire appeared to have high internal reliability, α=.85. All items 
appeared to be worthy of retention, and correlated with the total scale to a good 
degree. 
While there is a surfeit of self-report measures on anxiety and depression available for 
adolescents, these instruments need to be low cost and easily accessible, so that the 
school will continue to use them, while still providing adequate psychometric 
properties of reliability and validity (Campbell, 2004). Using this instrument would 
also enable schools and health workers to similarly and simply initiate early 
identification and intervention systems in the school support network, and efficiently 
and appropriately refer adolescents (O’Dea, 2009). 
4.3.2.4 Measurement of body image 
In the current study, body image was measured using two major categorical Likert 
items: ‘Do you think you are too thin (1), about right (2) or too fat (3)?’ and desired 
body weight was measured by asking, ‘Would you like your body weight to be: A lot 
heavier (1); a little heavier (2); same as at present (3); a little lighter (4); a lot lighter 
(5)’. Desired weight was measured by asking yes/no questions: ‘Have you ever tried 
to lose weight?’ and ‘Are you currently trying to lose weight?’ (O’Dea, 1998, 1999). 
The body image subscale of the questionnaire appeared to have good internal 
consistency, α=.73. 
Figural drawing scales are often employed to measure aspects of body disturbance, 
dissatisfaction and body ideals (Fingeret, Gleaves & Pearson, 2004; Gardner & 
Brown, 2010; Hill, 2011). This method involves the presentation of body silhouettes 
ranging from very thin (score 1) to very large (score 9) (Fingeret et al., 2004), with 
participants being asked to select figures in response to a variety of questions. A 
higher score represents a greater desired body size (O’Dea, 1999) (rating of 1–9, 
1=emaciated, 9=obese). Research has noted several limitations to using such 
instruments, including the fact that the number of available figures can be misleading 
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as participants usually only select from a small portion of the available figures 
(Gardner & Brown, 2010), and participants may be influenced by the sequential 
nature of the figures and questions (Fingeret et al., 2004). Nevertheless, Gardner and 
Brown (2010) report the test-retest reliability of the Stunkard Figure Rating Scale 
(Stunkard et al., 1983) for use in adolescents for current size (c=0.87) and ideal size 
(I=0.83), and the concurrent validity (CO=0.61–0.75). In the current study, the 
Stunkard Figure rating scale (Stunkard et al., 1983) was used to measure body size 
ideals, specifically ‘current self’, ‘ideal self’, ‘ideal female’ and ‘ideal male’. The 
Stunkard Score subscale of the questionnaire had a high internal reliability, α=.81. 
4.3.2.5 Measurement of BMI 
Participants’ height and weight were measured using standardised anthropometric 
procedures. The measurements were taken using the protocol of International Society 
for the Advancement Kinanthropometry (ISAK) (Marfell-Jones, Olds, Stewart & 
Carter, 2006). Height was measured to the nearest 0.5 cm using a portable 
stadiometer. Weight was measured to the nearest 0.1kg using portable Soenle digital 
scales with a range of 0–200 kg. Body Max Index (BMI) was calculated from the 
students’ height and weight (Keys, Fidanza, Karvonen, Kimura & Taylor, 1972). BMI 
ranges were calculated using the Children and Adolescent Syntax in SPSS 
recommended and defined by the International Obesity Taskforce (IOTF) (Cole, 
Bellizzi, Flegal & Dietz, 2000; Cole, Flegal, Nicholls & Jackson, 2007). The BMI of 
adolescents in the current study ranges from 12 to 40, in keeping with the normal 
range findings from other studies (O’Dea & Wilson, 2006) and indicate normal 
growth over the 12 months (de Leonibus et al., 2013). 
4.3.2.6 Measurement of students worries/stresses 
In the current study, the Child and Adolescent Survey of Experiences (CASE-C/P) 
was used to assess student worries as it provides a measure of stressful life 
experiences of relevance to young people (Allen & Rapee, 2009; Allen et al., 2012). 
Items for the CASE were designed to parallel a standard clinical interview measure of 
life events, the Psychosocial Assessment of Child Experiences (PACE) (see Sandberg 
et al., 1993). It consisted originally of 40 items- stressors/experiences, but several 
items were excluded from the scale due to their confusing meaning and their 
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irrelevance to the school context. The Children’s Anxiety Life Interference Scale 
(CALIS-C) is designed to assess life interference attributed to fears and worries from 
child and parent perspectives (Castaneda, McCandless & Palermo, 1956). The 
CALIS-C is a 10-item self-report questionnaire about the impact of fears and worries 
on an adolescent’s quality of life, self-efficacy and wellbeing (Lyneham et al., 2011). 
These instruments were found to be reliable and valid (Allen et al., 2012; Lyneham et 
al., 2011).  
The CALIS-C also demonstrates sensitivity to change (Lyneham et al., 2011). Items 
for the current research survey were chosen and modified in collaboration with the 
school principal and the school counsellor as a means to assess student stress of 
school-aged children from a number of sources. Students’ worries and/or stresses 
were primarily assessed using a three-point Likert scale. For each of the questions, 
respondents indicated their level of worry or concern each one evoked (ranging from 
1 ‘worry a lot’ to 3 ‘do not worry’). Participants were also asked to list their top three 
stressors/worries and to report any of the strategies they use to help reduce anxiety 
and worry using an open-response design. Cronbach’s alphas for the nine relationship 
and seven social interaction items were .87 and .85 respectively. The school worries 
subscale consisted of five items (α=.76), and the self-confidence worries subscale 
consisted of five items (α=.76). The worries and stress inventory was found to be 
highly reliable (26 items, α=.92) in the current data. 
4.3.2.7 Measurement of high-risk intervention students 
The high-risk intervention group were assessed at baseline, post-intervention and at 
the 16-month follow-up the same measures as described above. As a result of these 
findings they also received ongoing assessment, support, and referral that was elicited 
by the school counsellor.  
4.3.3 Participant recruitment and procedure 
Following written approval from the Sydney University’s Human Ethics Committee 
(see Appendix C), schools were approached to give permission for students and 
teachers to participate. Of the three schools selected for inclusion, all agreed to 
participate, but the girls school withdrew early in the programme development due to 
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administration changes at the school. The programme was, therefore, conducted in the 
two other schools. The selected schools were then allocated as either the control or 
intervention school, with the programme, if effective, being offered to the control 
school after the current research completion. 
The mental health and wellbeing programme was developed and implemented with 
ongoing input from the school principal, deputy principal, pastoral care coordinator, 
teachers, the school counsellor and students from the intervention school. The 
programme was delivered to the whole Year 7 cohort using a whole-school approach. 
Hence, all boys in Year 7 were included in the school-based programme, but their 
parents were able to withdraw them from the research component of the study if they 
did not want them to participate. Signed, informed consent was requested of the 
parents and students, and it was explained that participation was voluntary. Students 
were also informed that they may withdraw at any time or choose not to answer 
particular questions in the questionnaire should they wish not to. Prior to completion 
of the questionnaire, the researcher explained the purpose of the study to the students 
and they were given the opportunity to ask any questions or raise any concerns they 
may have had. The questionnaire was completed at a time and place convenient to the 
participants and the school schedule. 
The pencil and paper questionnaire took approximately 25 to 30 minutes for the 
students to complete at a time convenient for each school. In each school, the 
researcher and a member of staff took responsibility for coordinating the completion 
of the questionnaires by participants (typically the head of year of pastoral care 
coordinator). Administration of the questionnaires took place in either whole-year 
(e.g., year assemblies) or whole-class (e.g., tutor) groups, whereby participants were 
sitting at a table by themselves. Each questionnaire was administered by the 
researcher, in person. This was expected to dramatically increase retention rates and 
reduce the inconvenience to the participant and the school. The project and 
questionnaire was explained to participants and they were given an opportunity to ask 
questions or comment on the study. Any participant who had difficulties in 
completing the questionnaires (e.g., because of poor literacy) were able to solicit 
support from the researcher or an appropriate member of staff. If questions were not 
completed or inappropriately answered, the researcher and school staff member 
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returned the questionnaire to the participant with further instructions. This was also 
expected to increase response rates for each question. 
Tracking of individual responses over time was achieved through the use of 
personalised unique numerical identifier. This information was used solely for 
accurate matching and was used to keep the identity of participants confidential and 
anonymous. Once completed, the questionnaires were scored and input the data into 
an electronic database. Random quality checks were performed (e.g., comparison of 
hard and electronic copy data for the same student) to ensure accuracy of scoring. 
Survey data from all participants in participating schools were collected at the 
beginning of 2010 (Time 1 [T1] baseline), immediately preceding the mental health 
and wellbeing intervention, six months after the start of the intervention (Time 2 [T2] 
post-intervention) and 10 months after post-intervention (Time 3 [T3] follow-up). 
Intervention males at high risk of mental health issues were identified according to the 
protocol of O’Dea (2009), using the questionnaire Physical Appearance Score 
subscale and liaison with the school counsellor and pastoral care coordinators. 
Ongoing school counsellor and pastoral care coordinator support, and clinical 
assessment and referrals for high-risk students by the school counsellor were utilised 
as part of the whole-school approach in collaboration with the mental health and 
wellbeing intervention. 
4.3.3.1 Sample 
It was not possible to randomly allocate schools to the mental health and wellbeing 
programme and comparison school because schools were already recruited. Attrition 
during the study meant that the final sample consisted of 146 (91.25%) and 39 
(90.70%) students in the intervention and control schools respectively. The overall 
attrition for adolescents in both schools from baseline to follow-up was 8.87%. 
Student attrition was due to students and their families moving schools, moving 
interstate or being relocated overseas. Due to the nature of recruitment of the 
programme an a priori retention rate of 80% was considered appropriate for the 
intervention and control groups. As a broad indication, the National Institute for 
Health and Clinical Excellence systematic review quality criteria for attrition rates in 
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evaluation research suggests that studies with an attrition rate less than 30% are 
effective (Adi, Schrader-McMillan, Kiloran & Stewart-Brown, 2007). In this regard 
the rate of attrition at the school level was considered acceptable. 
4.3.3.2 Participants 
The study included students from Year 7 from three high schools in the Illawarra 
region of NSW, Australia. Students starting Year 7 in the 2010 school year were the 
target cohort for this evaluation. All students were aged 11 to 13 years at baseline, 
with the control and intervention group having a mean age of 12.55 (Standard 
Deviation [SD]=0.35) and 12.42 (SD=0.40) respectively. Female students recorded a 
mean age of 12.47 (SD=0.35) and came from school one and two. These cases 
provide sufficient data for quantitative analyses. Of the 203 students in the 
intervention (n=160, school 3) and control groups (n=43, school 2) who filled out the 
questionnaire at T1, 189 (93.1%) also participated at T2 (n=153, 95.63%; n=36, 
83.72%), and 185 (91.1%) participated at T3 (n=146, 91.25%; n=39, 90.70%). The 
final intervention group at T1 consisted of 160 male students with the control group 
consisting of 43 male students. The final number of students varied across the 
different outcome measures based on differential response rates, missing data and 
whether a protocol for data imputation existed for the measure in question. The flow 
chart for recruitment, attrition and organisation of the programme is shown in Figure 
3 on the following page. An independent t-test was conducted to see whether the 
groups differed at baseline. Results showed that there was no significant difference 
between groups in age (t(200)=1.61, p=.06). 
The majority of the participant sample were of Caucasian/Northern European 
background for both the intervention (52.8%, n=84) and control school (65.0%, 
n=26). The majority of the female participants also described their ethnicity/cultural 
background as Caucasian/Northern European (55.7%, n=107). Total participation and 
demographic information specific to both the participating intervention and control 
schools are provided in Chapter 5. 
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Figure 3 Participant flow for the mental health and wellbeing promotion intervention. 
Yr 7 enrolment (three schools) 
(100% response rate) 
Baseline measurements (N=397) 
Yr 7 female enrolment (n=194) 
SCHOOL 1 and 2 
Yr 7 male enrolment (n=203) 
SCHOOL 2 and 3 
Withdrew from study 
due to school 
administrative changes 
(n=194) 
Non-randomisation allocation by school into 
control or intervention (n=203) 
Male intervention group (n=160) 
SCHOOL3 
Male control group (n=43) 
SCHOOL 2 
Delivery of intervention 
(n=160) 
2 X 2hr workshops 
Lost to post-
intervention due to 
students moving 
schools, interstate or 
overseas (n=5) 
Lost to post-
intervention due to 
students moving 
schools, interstate or 
overseas (n=3) 
Lost to post-intervention 
due to students moving 
schools, interstate or 
overseas (n=9) 
Lost to post-intervention 
due to students moving 
schools, interstate or 
overseas (n=1) 
Post-intervention measurements 
(n=155) 
Post-intervention measurements 
(n=40) 
Follow-up measurements (n=146) Follow-up measurements (n=39) 
Analysis conducted (n=146) Analysis conducted (n=39) 
Evaluation (n=123) 
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4.3.4 Intervention design 
4.3.4.1 Programme content and delivery 
The full content of the mental health and wellbeing programme is given in Appendix 
B and an outline is presented in Table 1. The first workshop was devoted to media 
literacy, body image and self-esteem. The second workshop was directed at social and 
coping skills, self-esteem, problem solving and decision making. During each session, 
the theory behind the techniques was shortly explained followed by actively 
practicing the skills by students. Practicing skills facilitates internalisation of these 
skills, which results in better programme effects (Stice et al., 2009). Several student-
centred strategies were used, such as discussions, role-plays and group activities. The 
researcher was responsible for group atmosphere and cohesion, and guided 
discussions and activities. 
At the beginning of the sessions, students were introduced to the programme, whereby 
building group cohesion, discussing confidentiality and setting group rules were 
deemed paramount. In sum, students were involved in activities aimed at developing: 
(1) social and coping skills (including resilience, self-assurance and media literacy); 
(2) self-esteem; and (3) a variety of techniques for coping and problem solving, 
including assertiveness, negotiation, decision making and relaxation. 
 
  
Table 1 
Summary of Workshops and Sessions for the Mental Health and Wellbeing Promotion Programme 
WORKSHOP 1 
Lesson 1 
We Are All Unique and 
That’s Interesting 
Growing and Changing  
Body image and self-esteem. 
Identifying what self-esteem is, the characteristics that make up a person.  
Identifying positives in ourselves and others and class discussion about being unique. 
Identifying how much we have grown and changed so far and what can be expected over the next few years.  
Lesson 2 
Media Tricks and Traps  
Media literacy 
Identifying common stereotypes and locating portrayals of them in magazine images. 
Identifying famous/successful/popular people who do not fit these stereotypes. 
Investigating the ways media advertisements are altered with an emphasis on the idea that you cannot 
necessarily believe what you see.  
WORKSHOP 2 
Lesson 3 
Stereotypes: We Are 
NOT All the Same! 
Social and coping skills, self-esteem 
Identifying what self-esteem is, the characteristics that make up a person, identifying positives in ourselves 
and others and class discussion about being unique. 
Lesson 4 
Word Power and 
Standing up for 
Yourself  
Problem solving and decision making 
Identifying how powerful words can be and finding helpful ways of responding to unfair comments from 
others. 
Activities on resilience, self-assurance, bullying, cyberbullying and support structures.  
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4.3.4.2 Programme delivery 
The programme was conducted over six months. Classes were split into four to six 
groups, consisting of 15 to 24 students. Workshops were carried out in school hours 
during timetabled PDHPE and pastoral care lessons as part of a whole school 
programme. All participants were asked to fill out the questionnaire three times: first 
prior to the workshop, the second immediately after the workshop—that is, six 
months after the start of the intervention sessions—and again 10 months after post-
intervention. 
4.3.4.3 Participant evaluations 
Data were collected at the completion of the intervention via a participants’ 
evaluation form (see Appendix D). Quality school-based intervention research 
requires substantial formative assessment and process evaluation (McKenzie et al., 
1994; Weist et al., 2009). These measures are particularly important in assessing the 
need, feasibility and acceptability of the intervention components, planning for the 
dissemination or the intervention to other schools and assessing for factors that may 
compete with anticipated outcomes. The questions focused on the design and content 
of the programme and the impact of the programme. The responses were recorded by 
answering the questions ‘Did you enjoy the workshops?’ and ‘Would you like to 
participate in similar workshops again?’. These evaluations focused on participants’ 
enjoyment and interest, and were used to determine successful and unsuccessful 
activities and the overall fidelity of the programme. Providing feedback to schools, is 
a valuable strategy that can potentially influence school and intervention change, 
maintain and increase the commitment of the school to evaluation processes (Bond, 
Glover, Godfrey, Butler & Patton, 2001) and contribute to sustainability to 
programmes (Rowling & Mason, 2005). To achieve staff evaluation, accommodate 
the interests of the schools, and set priorities, topics and activities of the mental 
health and wellbeing programme, access to the baseline data, and summative 
feedback to schools at particular stages were utilised (Rowling & Samdal, 2011). 
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4.3.5 Data analysis 
Analysis was guided by the concept of principled statistical discovery, an iterative 
analysis approach that involves exploring datasets, identifying potential patterns or 
structure and using further statistical tests and/or information to confirm or 
disconfirm potential findings (Mark, 2006). To evaluate the information gathered, 
the following analysis instruments were used: percentage analysis, mean and median 
analysis, chi square, Analysis of Variance (ANOVA) and repeated measures for 
statistical analysis of information gathered from the questionnaire survey. The 
research utilised a descriptive design, using normative data (categories) and 
descriptive statistics to assess the overall trends in results. Multi-level modelling 
(MLM) was not considered to analyse the data due to the recommended minimum 
number of groups, as well as the minimum individuals that should be assessed in 
each group, to ensure that power was adequate and sufficient (Nezlek, 2008; Richter, 
2006).  
Responses to questionnaires were entered into a SPSS database. To minimise errors, 
detect inconsistent and invalid data, SPSS data were then cleaned. Specifically, data 
were checked for invalid codes and out of range values. Once entered, data were 
verified against original forms. Finally, to allow sophisticated analyses of data for 
this dissertation research (described below), data were entered alongside 
demographic variables. 
Descriptive statistics and measures of central tendency were calculated for all 
baseline data (T1). Means and SDs were then reported for continuous variables 
while proportions will be reported for categorical variables. Baseline data (T1) 
includes background information (e.g., age, ethnicity, socioeconomic level) and self-
perception score (zero to 10). Differences between groups in the final sample were 
determined at baseline for any of these variables. Differences in categorical variables 
for group were determined using the chi square techniques and differences in 
continuous measures were then determined using the independent-samples t-tests 
procedures. Any significant correlations between student gender and physical self-
perceptions, body image and worries/stresses of adolescents, will be tested by 
computing a Pearson Product-moment correlation (research question one). 
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A one-sample t-test was performed to compare both groups. The t-test was shown to 
give valid results in such settings, even when assumptions (normality, equality of 
variances) are moderately violated (Donner & Klar, 1996). Where data were 
categorical, and cell counts were adequate, Pearson’s chi square [χ2] analysis (2 x 2 
analysis) was used to determine the significance of the difference between the 
groups on each variable. A response to research question one, regarding differences 
in physical self-perceptions, body image and worries/stresses of male adolescents in 
Year 7, will therefore be generated by computing means and standard deviations of 
each survey item. Two-factor ANOVA techniques were employed to examine if 
there was a treatment effect as well as an affect due to age (Field, 2009). 
Repeated measures ANOVA with a between-subjects factor were utilised. The 
independent variable for the between-subjects factor was group and there were two 
levels: ‘intervention’ and ‘control.’ The independent variable for the within-subjects 
factor was time and there were three times: ‘baseline’, ‘post-intervention’ and 
‘follow-up’. Repeated measures can be used when the same entities, in this case 
male adolescents, take part in all conditions of an experiment (Field, 2009). When 
data were interval, repeated measures ANOVA was used to compare the significance 
of the change in T1 and T2 results for each of the groups. This produced a mean [M] 
and SD for each of the groups at T1 and T2 as well as an F value to compare the 
significance of the change in mean scores of participants from T1 to T2. Post hoc 
Bonferroni tests were then conducted to examine the extent and direction of the 
variation in mean scores. Bonferroni tests were chosen due to their known ability to 
control Type I error without sacrificing statistical power in comparisons with 
smaller, roughly equal sample sizes (Field, 2009; Murray, 1998). In this thesis, 
repeated measures ANOVA analyses involves one between-subject factor, group 
(intervention or control) and one within-subjects factor, time (T1, T2, T3). Repeated 
measures ANOVA were also calculated and reported separately for control group 
participants and intervention group participants at all three times and used as an 
element of feedback to the specific schools. This analysis of data will be used to 
determine if significant differences exist between control and intervention males 
comprising the study sample, in relation to the impact of the intervention (research 
question two).  
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Preliminary checks were conducted to ensure there was no violation of the 
assumptions of the assumptions of the t-test, normality, linearity, level of 
measurement (continuous scales), homogeneity of variances and the reliable 
measurement of the covariate (Pallant, 2011). In order to test sphericity, Mauchly’s 
Test, which tests for the equivalence of the hypothesised and observed 
variance/covariance patterns, was utilised. A significant result indicates that the 
variances are significantly different, meaning a violation of the homogeneity of 
variances assumption, whereas a non-significant result (p>0.05) indicates the 
variances are roughly equal and the assumption is tenable (Field, 2009). All analyses 
met the sphericity assumptions unless otherwise noted, in which case the epsilon-
adjusted degrees of freedom (Greenhouse-Geidder statistic) was employed to reduce 
bias (Carver & Gradwohl Nash, 2012; Field, 2009). Due to the repeated measures 
procedure used, only data from those participants who completed all three 
questionnaires (at T1, T2 and T3) were analysed (Field, 2009). All instances of 
violated assumptions, as well as information regarding the chosen transformations 
are included with the appropriate analysis. If a violation is not mentioned, no 
assumptions were violated. All analyses were conducted using IBM SPSS Statistics 
v21.00. 
4.4 Limitations 
Although all efforts were made to adhere to standardised research designs and 
consistent study protocols, uncontrollable circumstances existed that may have 
influenced the results of the study. These were: schools were located in similar 
geographic areas and consequently care must be taken when interpreting results and 
making generalisations about the findings to other localities in Australia; lack of 
individual randomisation; use of a smaller size compatible control group and use of 
self-report measures. 
To address the threats of selection and measurement bias (Graham & Kurlaender, 
2011) and to improve causal inference (Aussems et al., 2011; Shadish et al., 2002), 
the following features were included: a pre-test; matching a control school from a 
similar socioeconomic level to intervention school, which enabled comparisons to be 
made; a post-test; and a 16-month follow-up. 
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4.6 Summary 
This chapter described the goals of the current research. Further, the methods from 
the intervention were made clear and explicit to ensure the reliability and validity of 
this data and further replication. The study design, the non-randomisation process, 
the components of the intervention programme, outcome measurements and 
statistical analyses were also described. Chapters 5 to 9 report the results of the 
mental health and wellbeing intervention. 
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Chapter 5 Baseline Results 
 
The current study sought to highlight the importance of school-based mental health 
and wellbeing programmes specifically designed for male adolescents.  These results 
are divided into four smaller chapters. 
Chapter 5 is divided into two main sections and presents the results of participants at 
baseline. The goal of the first section was to determine whether female and male 
adolescents had differences in their mental health and wellbeing concerns and to 
investigate and establish a basis for the need for male orientated mental health and 
wellbeing interventions. The female data were unable to be included in any 
intervention because the all girls’ school withdrew due to administrative changes 
before the intervention began. The aim of the second section was to highlight the 
prevalence of mental health and wellbeing issues, including levels of worry and 
stress, body image and self-perception, among male adolescents. Data were 
examined to ensure a compatible control group. Chapter 5 was used as a 
foundational study to inform activities and topics covered in the intervention. 
The following chapters then examine data from the intervention and control groups 
at two progressive time frames in order to determine the long term effects on male 
adolescents’ mental health, the impact of the support and referral of the high-risk 
students and the overall effect of a whole-school approach which utilised a school 
counsellor.  
 
5.1 Comparison of Female and Male Adolescents at Baseline 
In order to effectively investigate male adolescents’ mental health and wellbeing 
issues, an initial comparison of adolescents’ perceptions, worries and stresses by 
gender was considered important.  
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5.1.1 Demographics of the sample 
A comparison of male and female participants and their school SES and age are 
given in Table 2. 
Table 2 
Comparison of Male and Female Year 7 Participants by School SES and Age at 
Baseline 
Demographic variable 
Male 
(n=203) 
 Female 
(n=194) 
  
% n  % n χ2 p 
        
School SES        
Middle 21.2 43  23.2 45 0.65 .42 
High 78.8 160  76.8 149   
 
 
 Mean SD  Mean SD t p 
        
Age (Yrs) 12.45 0.39  12.47 0.35 0.59 .56 
        
 
A comparison of male and female participants by ethnicity/cultural background is 
given in Table 3. 
 
Table 3 
Comparison of Male and Female Year 7 Participants by Ethnicity/Cultural 
Background at Baseline 
Ethnic/cultural background 
Male 
(n=203) 
 
Female 
(n=194) 
  
% n  % n χ2 p 
        
Caucasian/Northern European 
(e.g., English) 
54.7 111  55.7 107 0.44 .83 
Other 45.3 92  44.3 85   
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The majority of the participant sample was of Caucasian/Northern European 
background (54.29%, n=215). Aboriginal/Torres Strait Islander, Southern European, 
Asian and Middle Eastern represented 1.5% (n=6), 23.0% (n=91), 3.0% (n=12) and 
6.1% (n=24) of the overall sample respectively. Participants from Pacific Islander 
(1.3%, n=5), Indian or Sri Lankan (1.3%, n=5), along with students who described 
their ethnic/cultural background as Other (8.9%, n=34) made up the remainder of the 
participant sample. Results indicate there were no statistically significant differences 
between ethnic/cultural background and gender (χ2(1)=0.44, p=.83). 
5.1.2 Baseline surveys 
The relation between gender and participants’ dieting behaviours, perceived weight 
and desired weight is given in Table 4. 
 
Table 4 
Comparison of Male and Female Year 7 Participants’ Dieting Behaviours, Perceived 
Weight and Desired Weight at Baseline 
Measure 
Male 
(n=203) 
 
Female 
(n=194) 
  
% n  % n χ2 p 
        
Diet        
Lose weight 21.7 43  15.3 29 2.67 .10 
Gain weight 7.8 15  3.8 7 2.74 .01* 
        
Perceived weight        
Too thin 9.4 19  6.3 12 3.12 .21 
About right 73.8 149  81.2 155   
Too fat 16.8 34  12.6 24   
        
Desired weight        
Heavier 16.9 34  8.8 17 6.64 .08 
Same as 
present 
35.6 72  35.8 69   
Lighter 47.5 96  55.4 107   
        
*p<.05 
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Male participants were twice as likely to diet to gain weight as their female 
counterparts. A high proportion of both male and female respondents reported 
feeling that their body was ‘about right’, but in terms of desired weight, only about a 
third of males and females reported a desire to be ‘same as at present’. While it is 
clear that females have stronger desires to be thinner, regardless of gender, 
adolescents have strong desires to change their body weight. 
A comparison of differences in male and female participants’ Physical Appearance 
Scores (0–10), Stunkard Body Figure Perception Scale Scores (rating of 1–9, 
1=emaciated, 9=obese) and BMI are presented in Table 5. 
Table 5 
Comparison of Male and Female Year 7 Participants’ Physical Appearance 
Perception Scores, Stunkard Body Figure Scores and BMI at Baseline 
Measure 
Male 
(n=203) 
 Female 
(n=194) 
  
Mean SD  Mean SD Fa p 
        
Physical Appearance Score  
(0–10) 
       
Self-score 7.24 1.73  6.91 1.85 3.25 .07 
Other people score 6.88 1.84  6.69 1.85 1.05 .31 
Opposite sex score 6.75 2.04  5.80 2.10 20.03 .00*** 
Mother score 8.94 1.63  8.93 1.82 0.01 .94 
Father score 8.64 1.80  8.72 1.91 0.19 .66 
        
Stunkard Scale (1–9)        
Self 3.98 1.33  3.34 1.29 23.92 .00*** 
Desired figure 3.58 0.91  2.78 0.88 78.81 .00*** 
Preferred male figure 3.61 0.96  3.14 0.79 28.45 .00*** 
Preferred female figure 3.32 0.99  2.85 0.89 24.21 .00*** 
        
BMI 20.39 3.65  20.05 4.04 0.75 .39 
        
aF value computed using ANOVA (two tailed). 
***p<.001 
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The most statistically significant difference was that the male participants scored 
significantly higher than their female counterparts for all of the four categories using 
the Stunkard Scale Body Figure Perception Scale, indicating that a larger figure is 
both perceived and preferable. Male participants also reported higher self-perception 
scores when considering how the opposite sex thinks they look as compared to the 
female participants in the Physical Appearance Scale Scores. 
BMI for age and gender was in the normal range for nearly half of students for 
49.1% (n=192) of the sample, the overweight range for 11.0% (n=43) of the sample 
and the thinness range for 38.1% (n=149) of the sample. Less than 2% (1.8%, n=7) 
of the sample met criteria for the obesity range. There was no significant difference 
or any particular direction of the results between BMI and gender. 
Table 6 to Table 9 present a comparison of the results for male and female 
participants’ worries and stresses at baseline. 
Female participants reported greater stress than their male counterparts when asked 
if they worry about fitting in or trying to find friends at school. Fewer males reported 
worrying about their new school with more females reported being worried a lot and 
worrying a little (see Table 6). 
 
  
Table 6 
Comparison of Male and Female Year 7 Participants’ Worries and Stresses Concerning School and Fitting in at School at Baseline 
Worries/stresses 
Male 
(n=203) 
 
Female 
(n=194) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry   
% n  % n  % n   % n   % n   % n  χ2 p 
                    
New school 5.5 11  50.2 101  44.3 89  12.4 24  59.6 115  28.0 54 14.15 .00** 
Trying to find new 
friends 
8.5 17  40.3 81  51.2 103  13.0 25  51.3 99  35.8 69 9.89 .01* 
Fitting in 8.0 16  41.0 82  51.0 102  11.9 23  51.3 100  36.3 70 8.87 .01* 
Not being smart enough 9.0 18  32.3 65  58.7 118  15.2 30  42.5 82  42.0 81 11.69 .00** 
Doing well at schoolwork 9.0 18  48.0 96  43.0 86  19.7 38  48.2 93  32.1 62 10.96 .00** 
*p<.05 
**p<.01 
  
Table 7 
Comparison of Male and Female Year 7 Participants’ Worries and Stresses Concerning Relationships at Baseline 
Worries/stresses 
Male 
(n=203) 
 
Female 
(n=194) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry   
% n  % n  % n   % n   % n   % n  χ2 p 
Being popular and well liked 10.0 20  38.0 76  52.0 104  15.0 29  30.1 58  54.4 105 4.95 .18 
Getting along with friends 9.5 19  34.8 70  55.7 112  14.5 28  33.2 64  52.3 101 2.40 .30 
Getting along with my 
girlfriend/boyfriend 
18.4 36  30.1 59  51.5 101  13.6 21  17.5 27  68.8 106 11.10 .00** 
Getting along with Mum 13.5 27  23.5 47  63.0 126  13.5 26  17.7 34  68.8 132 2.08 .35 
Getting along with Dad 13.2 26  21.8 43  65.0 128  14.7 28  15.2 29  70.2 134 2.84 .24 
Getting along with siblings 11.7 23  27.6 54  60.7 119  12.6 23  22.4 41  65.0 119 1.34 .51 
Getting along with others at home 
or others in family 
8.5 17  30.6 60  61.3 122  10.9 21  24.4 47  64.8 125 1.95 .38 
Getting along with my new 
teachers 
8.0 16  35.8 72  56.2 113  12.4 24  39.9 77  47.7 92 3.76 .15 
Being left out of groups of friends  16.0 32  44.5 89  39.5 79  29.7 57  43.2 83  27.1 52 12.67 .00** 
**p<.01
  
Table 8 
Comparison of Male and Female Year 7 Participants’ Worries and Stresses Concerning Bullying, Social Interactions and being Offered Drugs, 
Cigarettes or Alcohol at Baseline 
Worries/stresses 
Male 
(n=203) 
 
Female 
(n=194) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry   
% n  % n  % n   % n   % n   % n χ2 p 
                    
Sorting out and practicing my 
spiritual beliefs 
7.5 15  25.1 50  67.3 134  6.3 12  29.2 56  64.6 124 0.94 .63 
Being offered drugs, cigarettes 
or alcohol 
39.5 79  25.0 50  35.5 71  38.9 75  22.3 43  38.9 75 0.62 .74 
Being teased at school 20.6 41  33.7 67  45.7 91  28.5 55  33.2 64  38.3 74 3.77 .15 
Being called names at school 20.0 40  29.0 58  51.0 102  25.5 49  33.3 64  41.1 79 3.97 .14 
Being bullied physically and 
pushed around at school 
25.4 51  31.3 63  43.3 87  29.7 57  28.1 54  42.2 81 1.03 .60 
Cyberbullying 10.9 22  22.4 45  66.7 134  23.2 44  31.1 59  45.8 87 18.92 .00*** 
Being too competitive at school 6.5 13  27.0 54  66.5 133  7.9 15  34.0 65  58.1 11 2.94 .23 
 
***p<.001 
 Table 9 
Comparison of Male and Female Year 7 Participants’ Worries and Stresses Concerning Physical Activity, Time Management, Physical 
Appearance and Body Image at Baseline 
Worries/stresses 
Male 
(n=203) 
 
Female 
(n=194) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
  
% n  % n  % n  % n  % n  % n χ2 p 
Doing well at sports, dance and 
other physical activities 
12.4 25  28.9 58  58.7 118  15.1 29  27.6 53  57.3 110 0.60 .74 
Having time to do everything I 
have to do 
14.9 30  39.3 79  45.8 92  23.6 45  41.4 79  35.1 67 6.68 .04* 
Having the body size and shape 
that I want 
12.9 26  40.3 81  46.8 94  16.7 32  35.9 69  47.4 91 1.42 .49 
Changes to my body during 
puberty 
5.0 10  27.9 56  67.2 135  11.8 22  46.2 86  41.9 78 25.56 .00*** 
Skin, pimples, acne 12.0 24  40.0 80  48.0 96  17.5 33  52.9 100  29.6 56 13.87 .00** 
*p<.05 
**p<.01 
***p<.001 
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The relation between being worried or stressed about doing schoolwork (see Table 6) 
and not being smart enough were found to be statistically significant. Males were less 
likely than females to worry a lot about doing schoolwork or not being smart enough. 
While just over half (51.5%, n=101) of males reported not worrying about getting 
along with their girlfriend (see Table 7), nearly one fifth of males responded that they 
‘worry a lot’. Significantly more females reported that they ‘do not worry’ about 
getting along with their boyfriend, and significantly fewer females reported that they 
‘worry a lot’ about relationships with their boyfriend as compared to their male 
counterparts. 
Table 7 also presents results about worries and stresses regarding friendships. 
Significant gender differences were evident, with more females worrying about being 
left out and only 16% (n=32) of males reporting being worried a lot. In general, males 
were more likely than females to report worrying a little or a lot about getting along 
with their girlfriend and females were more likely than males to worry a little or a lot 
about being left out of friendship groups. 
Participants’ also showed significant gender differences in their worries about 
cyberbullying (see Table 8), with two thirds of males not worrying about 
cyberbullying compared to about half of females. Males were also less likely than 
females to worry a little or a lot about cyberbullying. 
Differences in male and female participants’ worries about body image and 
appearance were significantly different (see Table 9). Female participants were 
significantly more likely to report that they were worried about changes to their body 
during puberty and their skin appearance in comparison to males. There was no 
significant difference between males and females and their stress or worry about body 
size and shape. Males (53.2%, n=107) were equally likely to report worrying about 
their body size and shape as their female participants (52.6%, n=101). Adolescents of 
both genders have worries and concerns about body shape, size and perception. 
In addition, the percentage of participants that were worried about having enough 
time for everything (see Table 9) differed significantly by gender with more females 
worrying a lot or a little about having enough time for everything. Overall, females 
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were more likely to worry a little or a lot about time management, pubertal body 
changes and their skin, pimples and acne (see Table 9). 
In summary, section 5.1 revealed a number of differences between male and female 
levels of worry or stress about changes to the body, physical appearance, 
cyberbullying and school. This section also shows some commonalities between male 
and female adolescents’ perceptions, attitudes and behaviours towards dieting, self-
esteem and body image. The results of this section confirm that both boys and girls 
have worries and stresses that would be suitably addressed by an intervention 
programme in health promotion. Section 5.2 summarises a comparison of the male 
control and male intervention group responses at baseline. 
5.2 Comparison of the Male Intervention and Control Groups at Baseline 
This section compares differences between the male control and intervention samples 
at baseline. It aimed to highlight the prevalence of mental health and wellbeing issues, 
including levels of worry and stress, body image and self-perception, among male 
adolescents. Data were examined to ensure a compatible control group.  
5.2.1 Descriptive statistics 
A total of 203 male adolescents participated at baseline. The intervention group 
consisted of 160 males (78.8%), while the control group consisted of 43 males 
(21.2%). A comparison of male participants’ age and ethnicity/cultural background 
are given in Table 10. 
The majority of the intervention group was of Caucasian/Northern European (52.8%, 
n=84) background. The remainder of the intervention participants came from 
Southern European (23.9%, n=38), Asian (3.1%, n=5), Middle Eastern (8.8%, n=14), 
Indian or Sri Lankan (1.9%, n=3) and Aboriginal/Torres Strait Islander (0.6%, n=1) 
backgrounds. The control participant sample consisted of only 35% (n=14) of 
ethnic/cultural backgrounds that fell into the Other subcategory while 
Caucasian/Northern European represented 65% (n=26) of the sample respectively. No 
statistically significant differences were found between ethnic/cultural background 
and the intervention or control groups (χ2(1)=10.29, p=.17). 
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Table 10 
Comparison of Year 7 Participants by Age and Ethnicity/Cultural Background in 
Control and Intervention Groups at Baseline 
 
Intervention 
(n=160) 
 
Control 
(n=43) 
   
Measure Mean SD 
 
Mean SD  t p 
         
Age (Yrs) 12.42 0.40  12.55 0.35  1.91 .06 
         
 % n  % n  χ2 p 
Caucasian/Northern 
European  
52.5 84  65.0 26 
 
10.29 .17 
Other 47.2 75  35.0 14    
         
 
As a result of low numbers in several of the ethnic/cultural subcategories, most 
analysis was collapsed into only two combined subcategories, Caucasian/Northern 
European and Other (including Southern European, Asian, Middle Eastern, Indian or 
Sri Lankan and Aboriginal/Torres Strait Islander). 
 
5.2.2 Baseline surveys 
Table 11 compares male control and intervention participants’ dieting behaviours, 
perceived weight and desired weight at baseline.  
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Table 11 
Comparison of Participants’ Dieting Behaviours, Perceived Weight and Desired 
Weight by Control and Intervention Group at Baseline 
Measure 
Intervention 
(n=160) 
 Control 
(n=43) 
  
% n  % n χ2 p 
        
Diet        
Lose weight 23.4 37  14.0 6 1.48 .22 
Gain weight 9.1 14  2.3 1 1.93 .16 
        
Perceived weight        
Too thin 9.4 15  11.6 5 0.19 .91 
About right 73.8 118  72.1 31   
Too fat 16.9 27  16.3 7   
        
Desired weight        
A lot heavier 2.5 4  2.3 1 0.90 .93 
A little heavier 15.0 24  14.0 6   
Same as present 34.4 55  39.5 17   
A little lighter 41.3 66  34.9 15   
A lot lighter 6.9 11  9.3 4   
        
 
There were no statistically different results between control and intervention groups 
for any of the measures. 
The results of male participants’ Physical Appearance Scores (0–10), Stunkard Body 
Figure Perception Scale Scores (rating of 1–9, 1=emaciated, 9=obese) and BMI by 
intervention and control group are given in Table 12. 
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Table 12 
Comparison of Participants’ Physical Appearance Scores, Stunkard Body Figure 
Perception Scale Scores and BMI from Control and Intervention Groups at Baseline 
Measure 
Intervention 
(n=160) 
 
Control 
(n=43) 
  
Mean SD  Mean SD Fa p 
        
Physical Appearance Score 
(0–10)        
Self-score 7.28 1.62  7.02 2.12 0.71 .40 
Other people score 6.88 1.81  6.87 1.98 0.00 .97 
Opposite sex score 6.79 2.02  6.44 2.30 0.92 .34 
Mother score 8.96 1.61  8.67 2.10 0.98 .32 
Father score 8.66 1.79  8.39 2.20 0.64 .42 
        
Stunkard Scale (1–9)        
Self 3.99 1.30  3.87 1.52 0.29 .59 
Desired figure 3.57 0.93  3.64 0.81 0.22 .64 
Preferred male figure 3.58 0.98  3.78 0.84 1.32 .25 
Preferred female figure 3.33 1.05  3.26 0.68 0.17 .68 
        
BMI 20.52 3.59  19.86 3.86 1.07 .30 
        
aF value computed using ANOVA (two tailed). 
 
No significant differences were found in between any of the measures. 
Differences in worries and stresses reported by adolescents in the intervention and 
control groups are shown in Table 13 to Table 16. 
Table 13 shows that there were no differences in male participants’ worries and 
stresses about their new school or fitting in at school at baseline. The results in Table 
14 also show no statistically differences in worries and stresses about relationships 
between intervention and control participants with the exception of the control group 
males who tended to worry more about their relationship with a girlfriend (χ2(2)=6.33, 
p=.04). 
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No statistically significant differences in intervention and control groups worries and 
stresses about bullying, social interactions and being offered drugs, cigarettes and 
alcohol, were evident at baseline (see Table 15). As shown in Table 16, there were 
also no baseline differences between intervention and control groups’ worries and 
stresses about doing well at sports and other physical activities, time management, 
body image, pubertal body changes or physical appearance. 
 
  
Table 13 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning School and Fitting in at School at Baseline 
Worries/stresses 
Intervention 
(n=160) 
 
Control 
(n=43) 
  
Worry a lot  Worry a little  Do not worry  Worry a lot  Worry a little  Do not worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
New school 4.4 7  50.6 81  45.0 72  11.9 5  47.6 20  40.5 17 3.39 .18 
Trying to find new friends 7.5 12  40.6 65  51.9 83  11.9 5  38.1 16  50.0 21 0.84 .66 
Fitting in at school 7.5 12  40.9 65  51.6 82  9.5 4  40.5 17  50.0 21 0.18 .91 
Not being smart enough 8.8 14  33.1 53  58.1 93  9.5 4  28.6 12  61.9 26 0.32 .85 
Doing well at schoolwork 8.2 13  49.1 78  42.8 68  11.9 5  45.2 19  42.9 18 0.62 .74 
                    
  
Table 14 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Relationships at Baseline 
*p<.05 
Worries/stresses 
Intervention 
(n=160) 
 Control 
(n=43) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Being popular and well liked 8.2 13  37.7 60  54.1 86  16.7 9  40.5 17  42.9 18 3.28 .19 
Getting along with friends 9.4 15  34.4 55  56.3 90  9.5 4  35.7 15  54.8 23 0.03 .99 
Getting along with my girlfriend 15.5 24  33.5 52  51.5 79  28.6 12  16.7 7  54.8 23 6.33 .04* 
Getting along with Mum 13.2 21  20.8 33  66.0 105  14.3 6  35.7 15  50.0 21 4.51 .12 
Getting along with Dad 13.5 21  19.2 30  67.3 105  11.9 5  31.0 13  57.1 24 2.68 .26 
Getting along with my sister or brother 11.0 17  26.5 41  62.6 97  14.3 6  31.0 13  54.8 23 0.89 .64 
Getting along with others at home or 
others in family 
8.9 14  29.7 47  61.4 97  7.1 3  33.3 14  59.5 25 0.27 .87 
Getting along with my new teachers 6.9 11  36.3 58  56.9 91  11.9 5  35.7 15  52.4 22 1.19 .55 
Being left out of groups of friends at 
school 
17.0 27  45.3 72  37.7 60  11.9 5  40.5 17  47.6 20 1.53 .47 
                    
  
Table 15 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Bullying, Social Interactions and being Offered Drugs, 
Cigarettes and Alcohol at Baseline 
Worries/stresses 
Intervention 
(n=160) 
 
Control 
(n=43) 
  
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Sorting out and practicing my 
spiritual beliefs 
7.6 12  24.7 39  67.7 107  7.1 3  28.6 12  64.3 27 0.26 .88 
Being offered drugs, cigarettes or 
alcohol 
42.8 68  25.2 40  32.1 51  26.2 11  26.2 11  47.6 20 4.61 .10 
Being teased at school 22.2 35  32.9 52  44.9 71  14.3 6  35.7 15  50.0 21 1.26 .53 
Being called names at school 22.0 35  28.9 46  49.1 78  11.9 5  31.0 13  57.1 24 2.18 .34 
Being bullied physically and pushed 
around at school 
26.9 43  33.1 53  40.0 64  19.0 8  26.2 11  54.8 23 3.00 .22 
Cyberbullying on MSN, text 
messages, email etc. 
11.9 19  23.8 38  64.4 103  7.1 3  19.0 8  73.8 31 1.45 .48 
Being too competitive at school 6.3 10  27.0 43  66.7 106  7.1 3  28.6 12  64.3 27 0.09 .95 
                    
  
Table 16 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Physical Activity, Time Management, Physical 
Appearance and Body Image at Baseline 
Worries/stresses 
Intervention 
(n=160) 
 Control 
(n=43) 
 
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Doing well at sports, dance and 
other physical activities 
13.1 21  27.5 44  59.4 95  9.5 4  37.7 15  54.8 23 1.24 .54 
Having time to do everything I 
have to do 
15.0 24  40.0 64  45.0 72  14.3 6  35.7 15  50.0 21 0.35 .84 
Having the body size and shape 
that I want 
13.1 21  39.4 63  47.5 76  11.9 5  45.2 19  42.9 18 0.47 .79 
Changes to my body during 
puberty 
5.0 8  28.8 46  66.3 106  7.1 3  23.8 10  69.0 29 0.61 .74 
Skin, pimples, acne 12.6 20  40.9 65  46.5 74  9.5 4  38.1 16  52.4 22 0.56 .76 
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Section 5.2 illustrates that there were no discernible differences in intervention and 
control participants’ perceptions, attitudes and behaviours towards worries and 
stresses, self-esteem and body image at baseline. 
The purpose of the current study was to design and implement and evaluate the 
impact of a school-based mental health and wellbeing intervention programme for 
male adolescents.  Chapter 5 highlighted several gender differences in terms of body 
weight, perception of ideal body shape, self-perception scores and types and severity 
of worries/stress, giving credence to the need to tailor school-based mental health and 
wellbeing programmes for male adolescents. The following chapter reports survey 
results immediately succeeding the mental health and wellbeing intervention and at 
follow-up for male adolescents. 
 123 
Chapter 6 Post-intervention and Follow-up Results 
 
This chapter is divided into two sections, presenting the results of the intervention and 
control groups at post-intervention and follow-up. The current study makes a unique 
contribution to the literature in that it is the first Australian study to examine the 
maintenance of mental health and wellbeing outcomes following a school-based 
intervention for male adolescents, by allowing a 16-month gap between end of 
intervention and follow-up. Data presented in this chapter uses univariate follow-up 
tests, with Bonferoni adjustments for multiple comparisons, to locate the significant 
effects. This chapter then allows further analysis on the maintenance of those effects 
by exploring changes in mental health and wellbeing issues over time among male 
adolescents in both intervention and control groups. The analysis presented in Chapter 
6 was presented to schools so as they received some timely and specific feedback 
about their students and the program.  
6.1 Comparison of the Intervention and Control Groups at Post-intervention 
A total of 195 male adolescents participated at post-intervention, which represents a 
93.02% (n=40) retention from baseline in the control group and a 96.88% (n=155) 
retention from baseline in the intervention group. 
A comparison between control and intervention participants’ dieting behaviours, 
weight perception, and desired weight at post-intervention is shown in Table 17. 
Intervention and control participant responses did not differ in dieting behaviours 
aimed at losing or gaining weight, their perceived weight or their desired weight after 
the intervention. 
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Table 17 
Comparison of Control and Intervention Participants’ Dieting Behaviours, Perceived 
Weight and Desired Weigh at Post-intervention 
Measure 
Intervention 
(n=155) 
 Control 
(n=40) 
  
% n  % n χ2 p 
        
Diet        
Lose weight 21.6 33  17.6 6 0.26 .61 
Gain weight 8.7 13  2.9 1 1.31 .25 
        
Perceived weight        
Too thin 7.2 11  11.1 4 0.72 .70 
About right 79.1 121  77.8 28   
Too fat 13.7 21  11.1 4   
        
Desired weight        
Heavier 20.3 31  19.4 7 1.85 .60 
Same as 
present 
32.7 50  22.2 8   
A little lighter 41.2 63  50.0 18   
A lot lighter 5.9 9  8.3 3   
        
 
A comparison of differences in intervention and control participants’ Physical 
Appearance Scores (1–10), Stunkard Body Figure Perception Scale Scores (rating of 
1–9, 1=emaciated, 9=obese) and BMI at post-intervention are compared in Table18. 
Intervention participants’ Physical Appearance Perception Scale Scores were higher 
than the control participants after the intervention for all scores and these were 
statistically significant for mother score, father score and opposite sex score. Near 
significant differences were evident in intervention students own self-perception 
scores. 
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Table 18 
Comparison of Control and Intervention Participants’ Physical Appearance Scores, 
Stunkard Body Figure Perception Scale Scores and BMI at Post-intervention 
Measure 
Intervention 
(n=155) 
 Control 
(n=40) 
 
Mean SD  Mean SD Fa p 
         
Physical Appearance Score 
(0–10) 
Self-score 7.40 1.43  6.83 2.02 3.81 .05 
Other people score 7.06 1.61  6.56 2.27 2.29 .13 
Opposite sex score 7.03 1.76  6.10 2.51 6.30 .01* 
Mother score 9.12 1.23  7.94 2.45 16.83 .00*** 
Father score 8.77 1.76  7.39 2.55 14.54 .00*** 
         
Stunkard Scale (1–9)        
Self 4.16 1.26  4.10 1.19 0.74 .79 
Desired figure 3.92 0.81  3.83 0.60 0.32 .57 
Preferred male figure 3.80 0.82  3.81 0.56 0.00 .97 
Preferred female 
figure 
3.54 0.90  3.43 0.49 0.50 .48 
         
BMI 21.14 3.71  20.48 4.40 0.86 .36 
         
aF value computed using ANOVA (two tailed). 
*p<.05 
***p<.001 
 
Table 19 to Table 22 provide a comparison of intervention and control group 
participants’ worries or stresses at post-intervention. 
A significant difference between intervention and control participants’ worries about 
being offered drugs, cigarettes or alcohol was found. No other significant differences 
were found between control and intervention participants worries and stresses 
concerning school, fitting in, bullying, social interactions, relationships, physical 
appearance or body image (see Table 19 to Table 22). 
 
  
Table 19 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning School and Fitting in at School Post-intervention 
Worries/stresses 
Intervention 
(n=155) 
 
Control 
(n=40) 
  
Worry a lot  Worry a little  Do not worry  Worry a lot  Worry a little  Do not worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
School year 9.2 14  46.4 71  44.4 68  8.3 3  36.1 13  55.6 20 1.49 .48 
Trying to find new friends 7.2 11  39.9 61  52.9 81  8.3 3  38.9 14  52.8 19 0.06 .97 
Fitting in at school 10.5 16  39.9 61  49.7 76  - -  52.8 19  47.2 17 4.95 .08 
Not being smart enough 9.8 15  36.6 56  53.6 82  - -  30.6 11  69.4 25 5.12 .08 
Doing well at schoolwork 13.1 20  49.0 75  37.9 58  13.9 5  38.9 14  47.2 17 1.29 .53 
                    
 
  
 
Table 20 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Relationships Post-intervention 
Worries/stresses 
Intervention 
(n=155) 
 Control 
(n=40) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Being popular and well liked 9.2 14  37.3 57  53.6 82  11.1 4  36.1 13  52.8 19 0.13 .94 
Getting along with friends 10.5 16  29.6 45  59.9 91  11.1 4  41.7 15  47.2 17 2.15 .34 
Getting along with my girlfriend 13.2 20  37.5 57  49.3 75  22.2 8  30.6 11  47.2 17 2.02 .36 
Getting along with Mum 9.8 15  24.8 38  65.4 100  8.3 3  30.6 11  61.1 22 0.52 .77 
Getting along with Dad 8.8 13  24.3 36  66.9 99  11.1 4  25.0 9  63.9 23 0.22 .90 
Getting along with my siblings 6.1 9  27.7 41  66.2 98  2.8 1  38.9 14  58.3 21 2.07 .36 
Getting along with others at home or 
others in family 
9.2 14  25.5 39  65.4 100  5.6 2  30.6 11  63.9 23 0.78 .69 
Getting along with my new teachers 7.9 12  42.1 64  50.0 76  5.6 2  27.8 10  66.7 24 3.25 .20 
Being left out at school 12.4 19  41.2 63  46.4 71  2.8 1  36.1 13  61.1 22 4.03 .13 
                    
  
Table 21 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Bullying, Social Interactions and Being Offered Drugs, 
Cigarettes and Alcohol Post-intervention 
***p<.001 
 
Intervention 
(n=155) 
 Control 
(n=40) 
  
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
  
% n  % n  % n  % n  % n  % n χ2 p 
                    
Sorting out and practicing my 
spiritual beliefs 
2.6 4  24.8 38  72.5 111  2.8 1  25.0 9  72.2 26 0.00 1.00 
Being offered drugs, cigarettes or 
alcohol  
31.6 48  31.4 48  37.3 57  5.6 2  22.2 8  72.2 26 16.28 .00*** 
Being teased at school 14.4 22  36.6 56  49.0 75  11.1 4  27.8 10  61.1 22 1.71 .43 
Being called names at school 13.2 20  30.9 47  55.9 85  8.3 3  25.0 9  66.7 24 1.48 .48 
Being bullied physically and 
pushed around at school 
15.1 23  28.9 44  55.9 85  8.3 3  27.8 10  63.9 23 1.31 .52 
Cyberbullying on MSN, text 
messages, email etc. 
7.2 11  23.0 35  69.7 106  2.8 1  25.0 9  72.2 26 0.98 .61 
Being too competitive at school 2.6 4  27.0 41  70.4 107  - -  30.6 11  69.4 25 1.09 .58 
                    
  
Table 22 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Physical Activity, Time Management, Physical 
Appearance and Body Image Post-intervention 
Worries/stresses 
Intervention 
(n=155) 
Control 
(n=40) 
  
Worry a lot 
 Worry a 
little 
 Do not 
worry 
Worry a lot 
 Worry a 
little 
 Do not 
worry 
  
% n  % n  % n % n  % n  % n χ2 p 
                   
Doing well at sports, dance and other 
physical activities 
9.9 15  31.0 47  58.9 89 5.6 2  38.9 14  55.6 20 1.21 .55 
Having time to do everything I have 
to do 
11.2 17  38.2 58  50.7 77 8.3 3  52.8 19  38.9 14 2.57 .28 
Having the body size and shape that I 
want 
12.5 19  34.2 52  53.3 81 13.9 5  30.6 11  55.6 20 0.19 .91 
Changes to my body during puberty 6.6 10  27.6 42  65.8 100 - -  19.4 7  80.6 29 4.04 .13 
Skin, pimples, acne 10.0 15  34.0 51  56.0 84 2.8 1  38.9 14  58.3 21 1.99 .37 
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6.2 Comparison of the Intervention and Control Groups at Follow-up 
A total of 185 adolescent males participated at follow-up with a 91.25% (n=146) 
retention from baseline in the intervention group and a 90.70% (n=39) retention from 
baseline in the control group. 
A comparison of intervention and control participants’ dieting behaviours, perceived 
weight and desired weight at follow-up is given in Table 23. 
Table 23 
Comparison of Control and Intervention Participants’ Dieting Behaviours, Perceived 
Weight and Desired Weight at Follow-up 
Measure 
Intervention 
(n=146) 
 Control 
(n=39) 
  
% n  % n χ2 p 
        
Diet        
Lose weight 21.6 30  23.7 9 0.77 .78 
Gain weight 10.1 14  13.2 5 0.28 .60 
        
Perceived weight        
Too thin 6.2 9  10.3 4 1.61 .45 
About right 78.6 114  69.2 27   
Too fat 15.2 22  20.5 8   
        
Desired weight        
Heavier 24.1 35  35.9 14 3.72 .16 
Same as present 35.2 51  20.5 8   
Lighter 40.7 59  43.6 17   
        
 
No statistically significant differences were evident between intervention and control 
schools at follow-up for dieting behaviours, perceived weight or desired weight. 
A comparison of differences in male participants’ Physical Appearance Scores (0–
10), Stunkard Body Figure Perception Scale Scores (rating of 1–9, 1=emaciated, 
9=obese) and BMI are compared in Table 24. 
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Table 24 
Comparison of Control and Intervention Participants’ Physical Appearance Scores, 
Stunkard Body Figure Perception Scale Scores and BMI at Follow-up 
Measure 
Intervention 
(n=146) 
 Control 
(n=39) 
  
Mean SD  Mean SD F p 
        
Physical Appearance Score 
(0–10) 
       
Self-score 7.55 1.40  6.77 2.03 7.78 .01** 
Other people score 7.20 1.54  6.59 2.35 3.73 .06 
Opposite sex score 7.33 1.70  6.49 2.26 6.45 .01** 
Mother score 9.01 1.35  8.33 2.14 5.82 .02* 
Father score 8.78 1.73  7.39 2.57 14.84 .00*** 
        
Stunkard Scale (1–9)        
Self 4.30 1.18  4.30 1.40 0.00 .99 
Desired figure 4.09 0.79  4.22 1.13 0.63 .43 
Preferred male figure 4.06 0.78  4.15 0.85 0.41 .52 
Preferred female figure 3.73 0.83  3.76 0.58 0.03 .86 
        
BMI 21.55 3.90  21.09 4.49 0.61 .44 
        
*p<.05 
**p<.01 
***p<.001 
 
The significant improvement in intervention group self-perception scores that were 
observed after the intervention, were still evident at the 16-month follow-up. Males in 
the intervention group had significantly higher scores than control group males for 
self, opposite sex, mother and father Physical Appearance scores and near statistically 
significant differences were found for other people’s perception. Results indicate a 
strong intervention effect that was held over 16 months. BMI between intervention 
and control groups were not found to be significant, indicating normal growth in both 
groups. 
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Intervention and control group differences in their worries or stresses at follow-up are 
given in Table 25 to Table 28. 
Table 25 indicates a significant intervention effect when participants were asked 
whether they worried about being in the school year. Fewer intervention group 
participants (6.2%) indicated they worried about being in their school year, compared 
to 15.4% of control group participants. No other significant differences were found in 
control and intervention participants responses in worries and stresses concerning 
school, fitting in, bullying, social interaction, relationships, physical appearance and 
body image (see Table 25 to Table 28). 
In this chapter the analysis of the differences between the intervention and control 
groups were determined by comparing results at both post-intervention and follow-up 
timeframes. The analysis of data presented in Chapter 6 identified significant positive 
differences in male intervention Physical Appearance Perception Scale scores, worries 
about being offered drugs, cigarettes or alcohol, and being stressed about their school 
year at post-intervention which was also maintained at the 16-month follow-up. While 
this chapter has helped with the identification of factors associated with promoting 
mental health and thus can help inform the design and further development of 
evidenced-based promotion, prevention and treatment interventions in schools that 
enhance male adolescent psychosocial wellbeing, analysis on the longitudinal effects 
are still warranted. Chapter 7 will endeavour to make note of any of these differences 
that are particularly noticeable using longitudinal analysis. This is important as it 
overcomes the inability to eliminate bias caused by unobserved heterogeneity and the 
inability to include lagged independent variables within data analysis presented in 
Chapter 6.  
 
  
Table 25 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning School and Fitting in at School at Follow-up 
* p<.05 
 
Worries/stresses 
Intervention 
(n=146) 
 Control 
(n=39) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
School year 6.2 9  55.5 81  38.4 56  15.4 6  30.8 12  53.8 21 8.74 .01* 
Trying to find new 
friends 
6.8 10  46.6 68  46.6 68  10.3 4  33.3 13  56.4 22 2.32 .31 
Fitting in at school 8.2 12  47.9 70  43.8 64  7.7 3  38.5 15  53.8 21 1.28 .53 
Not being smart enough 6.8 10  26.7 39  66.4 97  5.1 2  20.5 8  74.4 29 0.89 .64 
Doing well at schoolwork 15.1 22  40.4 59  44.5 65  10.3 4  41.0 16  48.7 19 0.63 .73 
                    
  
Table 26 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Relationships at Follow-up 
Worries/stresses 
Intervention 
(n=146) 
 Control 
(n=39) 
  
Worry a 
lot 
 
Worry a 
little 
 Do not worry  
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Being popular and well liked 3.4 5  40.4 59  56.2 82  5.1 2  48.7 19  46.2 18 1.31 .52 
Getting along with friends 9.6 14  31.5 46  58.9 86  5.1 2  38.5 15  56.4 22 1.19 .55 
Getting along with my girlfriend 13.2 19  27.8 40  59.0 85  10.5 4  36.8 14  52.6 20 1.22 .55 
Getting along with Mum 13.0 19  19.2 28  67.8 99  7.7 3  33.3 13  59.0 23 3.88 .14 
Getting along with Dad 13.2 19  20.8 30  66.0 95  7.7 3  28.2 11  64.1 25 1.53 .47 
Getting along with my sister or 
brother 
6.3 9  20.3 29  73.4 105  5.1 2  17.9 7  76.9 30 0.20 .90 
Getting along with others at home  8.9 13  18.5 27  72.6 106  10.3 4  30.8 12  59.0 23 3.08 .21 
Getting along with my new 
teachers 
5.5 8  26.0 38  68.5 100  - -  23.1 9  76.9 30 2.55 .28 
Being left out of groups of friends 8.9 13  38.4 56  52.7 77  7.7 3  38.5 15  53.8 21 0.06 .97 
                    
  
Table 27 
Comparison of Control and Intervention Participants’ Worries and Stresses from Concerning Bullying, Social Interactions and Being Offered 
Drugs, Cigarettes and Alcohol at Follow-up 
Worries/stresses 
Intervention (n=146)  Control (n=39)   
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
% n  % n  % n  % n  % n  % n χ2 p 
                    
Sorting out/practicing my 
spiritual beliefs 
2.7 4  19.9 29  77.4 113  2.6 1  16.3 7  79.5 31 0.08 .96 
Being offered drugs, cigarettes 
or alcohol  
18.5 27  27.4 40  54.1 79  2.6 1  33.3 13  64.1 25 6.09 .05 
Being teased at school 11.6 17  38.4 56  50.0 73  7.7 3  33.3 13  59.0 23 1.13 .27 
Being called names at school 9.6 14  37.0 54  53.4 78  5.1 2  28.2 11  66.7 26 2.24 .31 
Being bullied physically/pushed 
around at school 
11.0 16  31.7 46  57.2 83  7.7 3  23.1 9  69.2 27 1.84 .40 
Cyberbullying 4.8 7  18.5 27  76.7 112  - -  12.8 5  87.2 34 2.87 .24 
Being too competitive at school 3.4 5  28.1 41  68.5 100  - -  28.2 11  71.8 28 1.38 .50 
                    
  
 
Table 28 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning Physical Activity, Time Management, Physical 
Appearance and Body Image at Follow-up 
Worries/stresses 
Intervention 
(n=146) 
 
Control 
(n=39) 
  
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
  
% n  % n  % n  % n  % n  % n χ2 p 
                    
Doing well at sports, dance and 
other physical activities 
10.3 15  30.1 44  59.6 87  5.1 2  33.3 13  61.5 24 1.01 .60 
Having time to do everything I 
have to do 
8.2 12  41.8 61  50.0 73  5.1 2  41.0 16  53.8 21 0.48 .79 
Having the body size and shape 
that I want 
10.3 15  34.9 51  54.8 80  10.3 4  43.6 17  46.2 18 1.06 .59 
Changes to my body during 
puberty 
2.7 4  26.7 39  70.5 103  - -  20.5 8  79.5 31 1.87 .39 
Skin, pimples, acne 7.5 11  43.2 63  49.3 72  7.7 3  33.3 13  59.0 23 1.28 .53 
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Chapter 7 Longitudinal Results 
Chapter 7 presents data relating to the mental health and wellbeing of male 
adolescents in the intervention and control groups over time. This chapter provides a 
comparison of both groups at the various time frames allowing the extent of the 
intervention to be ascertained and quantified. Chapter 7 allows the opportunity to 
analyse data in the light of how findings could be used to understand and respond to 
male adolescent mental issues in the context of a school environment, specifically 
how they affect male adolescents’ knowledge, attitudes and mental health status. This 
chapter is divided into three main sections; comparison of longitudinal change in 
control males, comparison of longitudinal change in intervention males and 
comparison of longitudinal change using repeated measures. Each section contains 
Physical Appearance Scores, Stunkard Body Figure Scale Scores and worries and 
stresses data.  
7.1 Comparison of Longitudinal Change in Male Control Participants Using 
Repeated Measures 
This section will utilise repeated measures to analyse male control participants’ 
perceptions, attitudes and behaviours towards worries and stresses, body image and 
self-esteem over time. 
7.1.1 Dieting behaviours and weight perceptions 
A description of control participants’ changes in dieting behaviours, perceived weight 
and desired weight at three time points from baseline to follow-up are given in Table 
29. The results are outlined in response to research question one and two. 
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Table 29 
Comparison of Control Participants’ Dieting Behaviours, Perceived Weight and 
Desired Weight at Baseline, Post-intervention and at Follow-up 
Measure 
Control    
Baseline 
 Post-
Intervention 
 Follow-up 
M SD  M SD  M SD Fa p εb 
            
Diet            
Lose weight 0.13 0.34  0.19 0.40  0.26 0.45 1.53 .23 - 
Gain weight 0.00 0.00  0.03 0.18  0.13 0.34 3.51 .05 .72 
            
Perceived weight 1.97 0.52  2.00 0.49  2.12 0.54 1.24 .30 - 
            
Desired weight 3.35 0.85  3.47 0.96  3.09 1.16 3.30 .04* - 
            
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of 
sphericity 
These results indicate that control participants’ perceived weight did not significantly 
change over time remaining similar from baseline to follow-up. A significant effect 
was found for desired weight with results indicating that control participants’ mean 
desired weight score increased from baseline to post-intervention, and was reduced 
from post-intervention to follow-up. These results suggest that male adolescents in the 
control group desired to be heavier from baseline to post-intervention and then 
significantly lighter during the period from post-intervention to follow-up. 
Table 30 presents repeated measures analyses in control participants’ Physical 
Appearance Scores (0–10), Stunkard Body Figure Perception Scale Scores (rating of 
1–9, 1=emaciated, 9=obese) and BMI at baseline, post-intervention and follow-up 
using repeated measures ANOVA. 
 
  
Table 30 
Comparison of Control Participants’ Physical Appearance Scores, Stunkard Body Figure Perception Scale Scores and BMI at Baseline, Post-
intervention and Follow-up 
Measure 
Control  
Baseline  Post-intervention  Follow-up 
Mean SD  Mean SD  Mean SD Fa p εb 
Physical Appearance Score (0–10)            
Self-score 7.27 1.86  6.79 2.04  6.82 1.86 1.19 .31 - 
Other people score 6.95 1.62  6.38 2.21  6.50 2.24 1.09 .34 - 
Opposite sex score 6.48 2.11  6.10 2.54  6.52 2.23 0.64 .53 - 
Mother score 8.59 2.28  7.86 2.49  8.38 2.18 1.69 .20 .76 
Father score 8.23 2.37  7.47 2.39  7.35 2.43 2.63 .08 - 
Stunkard Scale (1–9)            
Self 3.69 1.37  4.07 1.22  4.31 1.44 5.99 .01* .84 
Desired figure 3.63 0.71  3.79 0.58  4.28 1.06 8.09 .00** .75 
Preferred male figure 3.80 0.75  3.79 0.53  4.21 0.71 5.69 .01* - 
Preferred female figure 3.24 0.67  3.42 0.49  3.74 0.61 9.82 .00*** - 
BMI 19.67 3.89  20.56 4.51  21.18 4.59 7.54 .00** .62 
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity 
*p<.05 
**p<.01 
***p<.001 
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7.1.2 Physical Appearance Scores 
The scores of control male participants did not change for any Physical Appearance 
Scores. 
7.1.3 Stunkard Body Figure Scale Scores 
Repeated measures ANOVA was conducted to test effect of time on body image 
using the Stunkard Body Figure Perception Scale Scores (see Table 30 above). 
Control participants’ perception of all figures increased over the three time points. 
Post hoc results indicated that there was a significant increase in the scores for self-
figure at baseline and follow-up (p=.02). There were no significant differences in the 
mean scores for self-figure at baseline to post-intervention, and from post-intervention 
to follow-up. Post hoc tests revealed that control participants’ desired body image 
figure increased from baseline to post-intervention, and again between post-
intervention and follow-up. The post hoc tests indicated significant differences 
between baseline and follow-up (p=.005) and between post-intervention and follow-
up (p=.05). 
Differences in preferred male figure were found to be significant. Post hoc 
comparisons show control participants’ mean score for preferred male figure 
remained stable from baseline to post-intervention and then increased at post-
intervention. Post hoc tests revealed that this increase was significant from baseline to 
follow-up (p=.04), and from post-intervention to follow-up (p=.02). Post hoc tests 
revealed preferred female figure mean scores increased from baseline to post-
intervention and then to follow-up. These differences were found to be significant at 
baseline to follow-up (p<.001) and post-intervention to follow-up (p=.04). These 
results show that the male control participants’ self-figure, ideal self-figure, ideal 
male figure and ideal female figure scores all increased after all three time points. 
7.1.4 BMI 
Control participants’ BMI (see Table 30) significantly increased over time with the 
biggest differences increase between post-intervention to follow-up indicating normal 
growth over 16 months in control males. 
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7.1.5 Worries and stresses 
Repeated measures ANOVA tests were performed to determine if control 
participants’ worries or stresses changed between baseline, post-intervention and 
follow-up. 
The main effects of control participants worries and stresses concerning school and 
fitting in are reported in Table 31. No statistically significant changes were identified. 
Table 31 
Comparison of Control Participants’ Worries and Stresses Concerning School and 
Fitting in at School at Baseline, Post-intervention and Follow-up  
Worries/Stresses 
 Control 
 F
a p 
 Baseline  
Post 
intervention 
 Follow-up 
 M SD  M SD  M SD 
School year 
 
2.26 0.67  2.47 0.66  2.32 0.77 1.23 .30 
Trying to find new 
friends 
2.41 0.66  2.44 0.66 
 
2.44 0.71 0.04 .97 
Fitting in at school 2.44 0.66  2.47 0.51 2.44 0.66 
 
0.04 .97 
Not being smart 
enough 
 
2.59 0.61  2.71 0.46 2.65 0.60 0.56 .57 
Doing well at 
schoolwork 
2.32 0.68  2.35 0.73 2.38 0.40 0.07 .93 
aF value computed using repeated measures ANOVA (two tailed). 
 
Table 32 presents results for changes in control males worries and stresses about 
relationships at baseline, post-intervention and follow-up. 
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Table 32 
Comparison of Control Participants’ Worries and Stresses Concerning Relationships 
in at Baseline, Post-intervention and Follow-up  
Worries/Stresses 
Control 
  
Baseline  
Post 
intervention 
 Follow-up 
M SD  M SD  M SD Fa p 
           
Being popular and 
well liked 
2.32 0.68  2.41 0.70  2.41 0.61 0.25 .78 
Getting along with:           
Friends 2.44 0.71  2.38 0.70  2.50 0.62 0.35 .71 
Girlfriend 2.21 0.89  2.27 0.80  2.39 0.70 0.47 .63 
Mum 2.38 0.74  2.56 0.66  2.50 0.66 0.82 .45 
Dad 2.41 0.74  2.59 0.65  2.56 0.66 0.97 .39 
Sibling/s 2.41 0.74  2.59 0.56  2.71 0.58 2.76 .07 
Others at 
home/family 
2.56 0.66  2.59 0.61  2.47 0.71 0.40 .67 
Teachers 2.44 0.66  2.62 0.60  2.76 0.43 3.79 .03* 
Being left out 2.35 0.65  2.59 0.56  2.47 0.62 1.39 .26 
           
aF value computed using repeated measures ANOVA (two tailed). 
*p<.05 
 
No differences were identified, with the exception of worries about getting along with 
teachers. Post hoc tests revealed the only significant increase from baseline to follow-
up (p=.04). 
Control participants’ worries and stresses concerning bullying, social interaction and 
drugs are given over the three time points in Table 33. 
 
 143 
Table 33 
Comparison of Control Participants’ Worries and Stresses Concerning Bullying, 
Social Interactions and being Offered Drugs, Cigarettes or Alcohol at Baseline, Post-
intervention and Follow-up  
 Control 
 
Worries 
/Stresses 
Baseline  
Post-
intervention 
 Follow-up 
M SD  M SD  M SD Fa p 
           
Spiritual 
beliefs 
2.59 0.61  2.71 0.52  2.82 0.37 2.38 .10 
Being offered 
drugs/cigarettes 
or alcohol  
2.24 0.82  2.68 0.59  2.62 0.55 5.20 .01** 
Being teased 2.38 0.74  2.50 0.70  2.50 0.66 0.39 .68 
Being called 
names  
2.47 0.71  2.59 0.66  2.62 0.60 0.69 .50 
Being bullied 
physically 
2.35 0.81  2.56 0.66  2.65 0.60 2.42 .10 
Cyberbullying  2.62 0.65  2.68 0.54  2.88 0.33 2.71 .07 
Being too 
competitive 
2.62 0.55  2.71 0.46  2.74 0.45 0.81 .45 
           
aF value computed using repeated measures ANOVA (two tailed). 
**p<.01 
 
Results indicate that control group adolescents’ worries about bullying and social 
interventions tended to decrease, but not statistically significantly from baseline to 
post-intervention, and then stabilise from post-intervention to follow-up, with the 
exception of worries about being offered drugs or alcohol, which then increased from 
post-intervention to follow-up. 
Control participants’ worries about physical appearance and body image over the 
three time points are given in Table 34. The results show that there were no 
significant differences over the three time periods for control participants for body 
shape or physical appearance, but there was a slight increase in concerns about 
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changes to their body from post-intervention to follow-up. No other significant 
differences were evident in control participants’ worries and stresses concerning 
doing well at sports and having enough time. 
 
Table 34 
Comparison of Control Participants’ Worries and Stresses Concerning Physical 
Activity, Time Management, Physical Appearance and Body Image at Baseline, Post-
intervention and Follow-up  
Worries /Stresses 
Control 
 
Baseline  
Post-
intervention 
 
Follow-
up 
M SD  M SD  M SD Fa p 
Doing well at physical 
activities 
2.47 0.71  2.47 0.62  2.56 0.61 0.25 .78 
Having time to do 
everything 
2.41 0.70  2.32 0.64  2.44 0.61 0.38 .69 
Having the body size and 
shape that I want 
2.38 0.65  2.44 0.75  2.32 0.68 0.37 .69 
Changes to my body 2.59 0.61  2.82 0.39  2.79 0.41 3.61 .03* 
Skin, pimples, acne 2.41 0.66  2.59 0.56  2.53 0.62 1.17 .32 
aF value computed using repeated measures ANOVA (two tailed). 
*p<.05 
 
Section 7.1 indicates that control males remained fairly consistent in their worries and 
stresses, self-esteem and body image from baseline to follow-up. Conversely, control 
male perceptions’ of desired body figure significantly increased in size and shape, and 
their self-figure rating increased at a stable yet significant rate. 
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7.2 Comparison of Longitudinal Change in Intervention Males at Baseline, Post-
intervention and Follow-up Using Repeated Measures 
The following section summarises results for intervention group responses at baseline, 
post-intervention, and at the 16-month follow-up using repeated measures ANOVA. 
The results are outlined in relation to research question one and two. 
The intervention group consisted of 160 adolescent males at baseline, 155 males at 
post-intervention and 146 males at follow-up. Attrition during the study meant that 
the final intervention group sample consisted of 146 (91.25%) participants. 
7.2.1 Dieting behaviours and weight perceptions 
A description of intervention group changes in dieting behaviours, weight perception 
and desired weight from baseline to follow-up are given in Table 35. 
Table 35 
Comparison of Intervention Participants’ Dieting Behaviours, Perceived Weight and 
Desired Weight at Baseline, Post-intervention and at Follow-up 
Measure 
Intervention Males  
Baseline 
 Post-
intervention 
 Follow-up 
M SD  M SD  M SD Fa p 
           
Diet           
Lose weight 0.26 0.44  0.24 0.43  0.22 0.42 0.53 .59 
Gain weight 0.08 0.27  0.09 0.28  0.11 0.31 0.65 .52 
           
Perceived 
weight 
2.07 0.48  2.06 0.45  2.09 0.46 0.42 .65 
           
Desired weight 3.38 0.90  3.31 0.87  3.21 0.90 3.33 .04* 
           
aF value computed using repeated measures ANOVA (two tailed). 
*p<.05 
 
The results show that intervention males’ perceived weight did not change across all 
three time periods. Results also show that intervention males desired weight decreased 
from baseline to follow-up (p=.04). 
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Table 36 compares changes in intervention participants’ Physical Appearance Scores 
(0–10), Stunkard Body Figure Perception Scale Scores (rating of 1–9, 1=emaciated, 
9=obese) and BMI at baseline, post-intervention and follow-up using repeated 
measures ANOVA. 
Table 36 
Comparison of Intervention Participants’ Physical Appearance Scores, Stunkard Body 
Figure Perception Scale Scores and BMI at Baseline, Post-intervention and Follow-up 
Measure 
Intervention Males    
Baseline  
 Post-
intervention 
 Follow-up 
Mean SD  Mean SD  Mean SD Fa p εb 
Physical Appearance Score 
(0–10) 
Self-score 7.39 1.54  7.43 1.38  7.54 1.39 0.78 .46 - 
Other 
people 
score 
6.98 1.67  7.12 1.60  7.20 1.53 1.29 .28 - 
Opposite 
sex score 
6.96 1.93  7.12 1.66  7.33 1.69 3.31 .04* .94 
Mother 
score 
9.01 1.46  9.14 1.21  9.02 1.35 0.70 .48 .90 
Father 
score 
8.83 1.44  8.85 1.64  8.80 1.72 0.06 .94  
Stunkard Scale (1–9) 
Self 3.99 1.28  4.12 1.25  4.30 1.17 9.18 .00*** - 
Desired 
figure 
3.57 0.89  3.89 0.82  4.08 0.79 22.06 .00*** - 
Preferred 
male figure 
3.57 0.95  3.80 0.80  4.05 0.78 18.18 .00*** - 
Preferred 
female 
figure 
3.33 1.03  3.53 0.91  3.73 0.84 10.83 .00*** - 
BMI 20.53 3.57  21.09 3.69  21.71 3.70 75.84 .00*** .88 
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity 
*p<.05 
***p<.001 
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7.2.2 Physical Appearance Scores 
A general observable increase in Physical Appearance Scores was found among the 
intervention group and this was statistically significant for the opposite sex score with 
improvement between the three time points. 
7.2.3 Stunkard Body Figure Scale Scores 
All Stunkard scores increased significantly during the intervention period with post 
hoc tests showing an increase in perceived self-score between baseline and follow-up 
(p<.001), desired self from baseline to follow-up (p<.001), desired male from baseline 
to follow-up (p<.001), and preferred female figure from baseline to follow-up 
(p<.001). Intervention male participants’ perception of preferred female and male 
figures increased as time progressed, with greater increases seen in male figure 
means. 
7.2.4 BMI 
BMI increased significantly at all time points as an indicator of the normal adolescent 
growth spurt. 
7.2.5 Worries and stresses 
A comparison of change in intervention adolescents’ worries and stresses about 
school and fitting in at school is given in Table 37. 
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Table 37 
Comparison of Intervention Participants’ Worries and Stresses Concerning School 
and Fitting in at School at Baseline, Post-intervention and Follow-up 
Worries/Stresses 
Intervention Males 
  
 
Baseline  
Post-
intervention 
 Follow-up 
M SD  M SD  M SD Fa p εb 
School year 2.40 0.58  2.34 0.64  2.33 0.58 0.87 .42 .96 
Trying to find new 
friends 
2.46 0.65  2.47 0.61  2.41 0.61 0.58 .56 
- 
Fitting in at school 2.45 0.64  2.39 0.66  2.36 0.62 1.15 .32 - 
Not being smart 
enough 
2.49 0.67  2.47 0.65  2.60 0.62 3.19 .04* 
- 
Doing well at 
schoolwork 
2.34 0.63  2.24 0.67  2.30 0.71 0.97 .38 
.96 
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of 
sphericity 
*p<.05 
 
Intervention group males’ worries and stresses about school and fitting in at school 
tended to stay stable over time, but there was a slight decrease about being worried 
about being smart enough between post-intervention and follow-up. 
The main effects of intervention participants’ worries and stresses about relationships 
are reported in Table 38. 
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Table 38 
Comparison of Intervention Participants’ Worries and Stresses Concerning 
Relationships at Baseline, Post-intervention and Follow-up 
Worries/Stresses 
Intervention Males 
 
 
Baseline  
Post 
intervention 
 Follow-up 
M SD  M SD  M SD Fa p εb 
            
Being popular 
and well liked 
2.46 0.65  2.45 0.65  2.52 0.57 0.92 .40 
- 
Getting along 
with: 
          
 
Friends 2.48 0.67  2.50 0.67  2.50 0.66 0.06 .94 - 
Girlfriend 2.36 0.73  2.36 0.69  2.46 0.71 1.36 .26 - 
Mum 2.55 0.72  2.56 0.67  2.55 0.72 0.02 .98 .97 
Dad 2.54 0.72  2.58 0.66  2.54 0.72 0.25 .78 - 
Sibling/s 2.54 0.69  2.61 0.59  2.69 0.58 3.03 .06 .91 
Others at 
home/in family 
2.55 0.65  2.55 0.67  2.65 0.64 1.55 .21 
- 
Teachers 2.50 0.63  2.42 0.64  2.64 0.59 6.07 .00** - 
Being left out 2.22 0.72  2.35 0.68  2.44 0.66 5.82 .00** - 
  
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of 
sphericity 
**p<.01 
 
Reported worries and stresses tended to be stable across the three study periods, but 
intervention participants’ worries about getting along with teachers increased from 
baseline to post-intervention, but then decreased from post-intervention to follow-up. 
Worrying about being left out decreased from baseline to follow-up. 
Change in intervention participants’ worries and stresses concerning bullying, social 
interactions and being offered drugs/cigarettes or alcohol are given in Table 39. 
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Table 39 
Comparison of Intervention Participants’ Worries and Stresses Concerning Bullying, 
Social Interactions and Being Offered Drugs, Cigarettes or Alcohol at Baseline, Post-
intervention and Follow-up 
Worries/Stresses 
Intervention Males 
  
 
Baseline  
Post-
intervention 
 Follow-up 
M SD  M SD  M SD Fa p εb 
  
Spiritual beliefs 2.59 0.63  2.69 0.52  2.75 0.49 3.84 .03* .95 
Being offered 
drugs/cigarettes 
or alcohol 
1.91 0.86  2.08 0.82  2.36 0.78 15.33 .00*** 
 
Being teased 2.23 0.79  2.36 0.72  2.39 0.69 3.86 .02* .92 
Being called 
names 
2.27 0.80  2.43 0.71  2.44 0.67 4.29 .02* 
.92 
Being bullied 
physically 
2.13 0.82  2.41 0.74  2.46 0.69 13.55 .00*** 
 
Cyberbullying 2.55 0.69  2.62 0.63  2.72 0.55 3.75 .03* .96 
Being too 
competitive 
2.62 0.59  2.66 0.53  2.66 0.54 0.35 .71 
.94 
  
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of 
sphericity 
*p<.05 
***p<.001 
 
Intervention group participants consistently decreased their worries about all issues, 
as shown in Table 39. Post hoc tests showed that intervention worries about being 
bullied physically, teased at school, being called names at school and being 
cyberbullied, decreased from baseline line to post-intervention, which was maintained 
at follow-up. 
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The change in intervention participants’ worries and stresses about physical 
appearance and body image is given in Table 40. 
Table 40 
Comparison of Intervention Participants’ Worries and Stresses about Physical 
Activity, Time Management, Physical Appearance and Body Image at Baseline, Post-
intervention and Follow-up 
Worries/Stresses 
Intervention Males 
 
 
Baseline  
Post-
intervention 
 Follow-up 
M SD  M SD  M SD Fa p εb 
Doing well at 
physical activities 
2.51 0.70  2.49 0.67 
 
2.49 0.67 0.06 .95 - 
Having time to do 
everything 
2.32 0.71  2.40 0.67 2.43 0.63 1.20 .30 .92 
Having the body 
size and shape that 
I want 
2.38 0.67  2.42 0.70 2.45 0.68 0.53 .59 - 
Changes to my 
body during 
puberty 
2.62 0.57  2.61 0.59 2.68 0.53 0.78 .46 - 
Skin, pimples, 
acne 
2.35 0.69  2.51 0.65 2.42 0.62 2.88 .06 - 
aF value computed using repeated measures ANOVA (two tailed). 
bε degrees of freedom were corrected using Greenhouse-Geisser estimates of 
sphericity 
 
These results indicate that intervention males remained fairly consistent in their level 
of worries and stresses concerning body size, appearance, shape, doing well as sports 
or having enough time for everything from baseline to follow-up. 
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7.3 Comparison of Longitudinal Change for Male Intervention and Control 
Participants at Baseline, Post-intervention and Follow-up 
This section will compare intervention and control participants’ Physical Appearance 
Scores, body image and worries, using repeated measures ANOVA with time of 
measurement (baseline versus post-intervention versus 16-month follow-up) as a 
within-subjects factor and group (intervention, control) as independent variables. The 
results are outlined in relation to research question one and two. 
7.3.1 Repeated analysis over three time periods 
A repeated measures ANOVA was conducted over three time periods; baseline, post-
intervention and follow-up for dieting behaviours, perceived weight and desired 
weight. Mauchley’s test indicated that the assumption of sphericity has not been 
violated for dieting behaviours, χ2(2)=1.94, p=.38. The results show that there was no 
significant differences between intervention and control groups over the three time 
periods, F(2, 328)=1.97, p=.14). However, Mauchley’s test indicated that the 
assumption of sphericity had been violated for perceived weight (χ2(2)=11.91, 
p=.003) and desired weight χ2(2)=6.75, p=.34). Therefore, degrees of freedom were 
corrected using Greenhouse-Geisser estimates of sphericity (ε=.95, ε=.96) 
respectively. The results demonstrate that there was no significant effect on 
participants dieting behaviours, perceived weight or desired weight. These results 
suggest that male adolescents in the intervention group did not improve significantly 
compared to those in the control group in relation to dieting and weight perception. 
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7.3.1.1 Physical Appearance Scores 
Table 41 examines participants Physical Appearance Scores for male adolescents in 
intervention and control groups. 
Table 41 
Comparison of Intervention and Control Participants’ Physical Appearance Scores at 
Baseline, Post-intervention and Follow-up  
Effect 
SS 
 
MS 
 
df 
 
F 
 
p 
 
ε 
            
Self-score 5.66  2.83  2  2.26  .11  - 
Other people score 8.44  4.22  2  2.64  .73  - 
Opposite sex score 3.56  1.90  1.87  1.11  .33  .94 
Mother score 18.85  9.65  1.74  4.04  .02*  .87 
Fathers score 5.55  11.10  2  3.60  .03*  - 
            
*p<.05 
 
Control and intervention participants differed significantly between groups for mother 
and father Physical Appearance Scores. Control participants’ mean mother self-score 
decreased from baseline to post-intervention with a slight increase at the 16-month 
follow-up. Intervention participants scores increased in mothers self-score from 
baseline to follow-up. Intervention participants’ fathers self-score from baseline to 
post-intervention increased compared to the control group over the same time frames. 
Post hoc tests indicated there was no intervention effect on individuals mother and 
father Physical Appearance self-score for control group or interventions at baseline to 
the 16-month follow-up. 
7.3.1.2 Stunkard Body Figure Scale Scores 
Table 42 compares the intervention effect on body image desire, preferred male figure 
and preferred female figure over time. 
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Table 42 
Comparison of Intervention and Control Participants’ Stunkard Body Figure 
Perception Scale Scores at Baseline, Post-intervention and Follow-up  
Effect SS  MS  df  F  p  ε 
            
Stunkard Scale  
(1–9) 
           
Self 1.40  0.70  2  1.65  .26  - 
Desired figure 1.17  0.61  1.92  1.32  .27  .96 
Preferred male figure 0.81  0.43  1.90  0.97  .38  .95 
Preferred female figure 0.22  0.11  2  0.25  .78  - 
 
*p<.05 
 
Table 42 shows no differences between intervention and control group Stunkard Body 
Figure Scale Scores for self-rated figure, desired figure, preferred female figure or 
preferred male figure over the three time frames. 
7.3.1.3 Worries and stresses 
The intervention did not yield significant effects on school and fitting in for 
intervention males compared to their respective control counterparts (see Table 43). 
Table 43 
Comparison of Control and Intervention Participants’ Worries and Stresses Concerning 
School and Fitting in at School at Baseline, Post-intervention and Follow-up 
Measure SS  MS  df  F  p 
          
School year 0.99  0.50  2  1.95  .14 
Trying to find new friends 0.89  0.05  2  0.19  .83 
Fitting in at school 0.15  0.08  2  0.28  .75 
Not being smart enough 0.58  0.29  2  1.22  .30 
Doing well at schoolwork 0.22  0.11  2  0.33  .71 
          
 
 
Table 44 shows that there were no significant differences between intervention and 
control groups over the three time periods for worries about relationships. 
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Table 44 
Comparison of Control and Intervention Participants’ Worries and Stresses 
Concerning Relationships at Baseline, Post-intervention and Follow-up 
Measure SS  MS  df  F  p  ε 
Being popular 0.16  0.08  2  0.28  .76  - 
Getting along with: 
Friends 0.17  0.09  2  0.30  .74  - 
Girlfriend 0.09  0.05  2  0.12  .89  - 
Mum 0.38  0.19  2  0.56  .57  - 
Dad 0.36  0.18  2  0.54  .58  - 
Sibling/s 0.29  0.16  1.86  0.54  .57  .93 
Others at home 0.76  0.38  2  1.25  .29  - 
New teachers 0.99  0.50  2  1.83  .16  - 
Being left out 0.60  0.30  2  0.94  .39  - 
 
No significant differences were found for any participants’ worries or stresses 
concerning bullying, social interaction and drugs at any time frame (see Table 45). 
Table 45 
Comparison of Control and Intervention Participants’ Worries and Stresses 
Concerning Bullying, Social Interactions and being Offered Drugs, Cigarettes or 
Alcohol at Baseline, Post-intervention and Follow-up 
Measure SS  MS  df  F  p  ε 
            
Spiritual beliefs 0.08  0.04  1.90  0.17  .84  .95 
Being offered 
drugs/cigarettes or alcohol  
1.70  0.85  2  1.86  .16  - 
Being teased at school 0.04  0.02  1.88  0.06  .93  .94 
Being called names 0.03  0.02  1.85  0.04  .95  .93 
Being bullied physically 0.08  0.04  2  0.12  .89  - 
Cyber bullying 0.18  0.10  1.90  0.32  .71  .95 
Being too competitive 0.08  0.04  1.89  0.18  .83  .95 
 
Intervention and control participants’ worries and stresses about physical appearance 
and body image over time are shown in Table 46. 
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Table 46 
Comparison of Control and Intervention Participants’ Worries and Stresses 
Concerning Physical Activity, Time Management, Physical Appearance and Body 
Image at Baseline, Post-intervention and Follow-up  
Measure SS  MS  df  F  p  ε 
            
Doing well at sports 0.16  0.08  2  0.26  .78  - 
Time 0.38  0.20  1.89  0.54  .57  .94 
Body size 0.34  0.17  2  0.60  .55  - 
Changes to body 0.87  0.43  2  1.87  .16  - 
Physical appearance 
(skin, acne etc.) 
0.03  0.02  2  0.05  .95  - 
 
 
These results indicate that the intervention did not significantly affect individuals’ 
worries and stresses about body image and physical appearance when compared to the 
control group at each phase. 
Results indicate that control group participants displayed minimal change in stress 
and worries between baseline, post-intervention and follow-up time frames; while, 
intervention group participants’ worries and stresses decreased. Repeated measures 
ANOVA test, however, yielded no effects for baseline to follow-up in worries and 
stresses across groups in all categories. 
Section 7.3 aims to present results in relation to the significance of the comparisons 
presented in section 7.1 and section 7.2 using repeated analysis over three time 
periods. Chapter 7 reports longitudinal data in mental health and wellbeing of 
intervention and control groups. In this chapter the results of the mental health and 
wellbeing promotion programme were examined to investigate whether a school-
based intervention, designed in liaison with school administration, would have a 
positive effect for adolescent males. Results were computed separately for students in 
the control and intervention groups and the significance of the difference between the 
two groups was compared. The following chapter presents findings in regard to the 
student evaluation, support and referral of high-risk students and acceptability of the 
intervention by key stakeholders. A summary of the results are also reported. 
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Chapter 8 Evaluation and Summary 
 
This chapter is divided into two sections. The first section presents results of high-risk 
students, with emphasis on the intervention design and evaluation by students and key 
stakeholders. This section details the high-risk male students’ comparisons data 
analysis from each stage of the study.  As the questionnaires were designed to 
measure three subdomains of student mental health and wellbeing, data analyses were 
carried out to examine the effects of the intervention and any change between baseline 
and follow-up. This chapter is particularly significant in the Australian context and 
among adolescent males, as this approach involves targeting those participants who 
are most in need of an intervention, thereby ensuring a more tailored delivery, 
increased participation, decreased exposure of adverse-related stigma and potential 
longer term changes in mental health and wellbeing. A summary of the major findings 
are then presented in section 8.2. 
8.1 Comparison of High-risk Group at Baseline to Follow-up 
A description of high-risk males is given below. Intervention males were considered 
at a high risk of developing mental health issues if their Physical Appearance self-
score was lower than five (O’Dea, 2009) or were identified by the school counsellor 
and pastoral care coordinator as high risk. The high-risk group consisted of 13 males 
from the intervention school. Section 8.1 describes the trends in high-risk students 
after their participation in the intervention and after the school pastoral care activities. 
The results are outlined in relation to research question one and two. 
After liaison with the school counsellor and pastoral care coordinators, the high-risk 
students were referred to the school counsellor for further consultation. Ongoing 
school counsellor and pastoral care coordinator support, and clinical assessment and 
referrals for high-risk students by the school counsellor were utilised as part of the 
whole-school approach in collaboration with the mental health and wellbeing 
intervention. 
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8.1.1 Dieting behaviours and weight perceptions 
Table 47 describes the high-risk participants’ dieting behaviours, perceived weight 
and desired weight at baseline. 
 
Table 47 
High-risk Intervention Participants’ Dieting Behaviours, Perceived Weight and 
Desired Weight at Baseline to Follow-up 
Measure 
High-risk 
Baseline 
(n=13) 
 Post-
intervention 
(n=11) 
 Follow-up 
(n=9) 
% n  % n  % n 
         
Diet lose weight 15.4 2  27.3 3  44.4 4 
         
Perceived weight         
Too thin 7.7 1  9.1 1  11.1 1 
About right 61.5 8  45.5 5  55.6 5 
Too fat 30.8 4  45.5 5  33.3 3 
         
Desired weight         
Heavier 15.4 2  18.2 2  33.3 3 
Same as present 30.8 4  18.2 2  11.1 1 
A little lighter 30.8 4  36.4 4  22.2 2 
A lot lighter 23.1 3  27.3 3  33.3 3 
         
 
8.1.2 Physical Appearance Scores and Stunkard Body Figure Scale Scores 
A description of high-risk participants’ Physical Appearance Scores (0–10), Stunkard 
Body Figure Perception Scale Scores (rating of 1–9, 1=emaciated, 9=obese) and BMI 
from baseline to follow-up are given in Table 48. A trend towards improvement is 
shown, but low numbers of participants precluded any meaningful statistical analysis. 
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Table 48 
High-risk Intervention Participants’ Physical Appearance Scores, Stunkard Body 
Figure Perception Scale Scores and BMI at Baseline to Follow-up 
Measure 
High-risk 
Baseline 
(n=13) 
 Post-
intervention 
(n=11) 
 Follow-up 
(n=9) 
Mean SD  Mean SD  Mean SD 
         
Physical Appearance Score (0–10)         
Self-score 4.62 2.50  5.64 1.57  6.89 1.54 
Other people score 4.62 2.33  5.59 1.59  6.78 2.17 
Opposite sex score 4.15 2.48  5.09 1.76  7.00 2.00 
Mother score 8.23 2.80  8.73 1.10  9.00 1.58 
Father score 8.17 2.89  7.80 2.94  8.86 1.54 
         
Stunkard Scale (1–9)         
Self 4.54 1.71  4.82 1.54  4.44 1.33 
Desired figure 3.46 1.05  3.86 0.55  4.06 0.53 
Preferred male figure 3.46 0.97  3.59 0.66  4.00 0.50 
Preferred female figure 3.08 0.95  3.36 0.67  3.61 0.85 
         
BMI 23.25 5.37  23.66 6.06  24.44 6.85 
         
 
8.1.3 Worries and stresses 
Differences in worries and stresses reported by high-risk adolescents in the 
intervention group are shown in Table 49 to Table 52. 
In general, the high-risk students improved over the long term as evidences by the 
increased numbers of ‘Do not worry’. 
 
  
Table 49 
High-risk Intervention Participants’ Worries and Stresses Concerning School and Fitting in at School at Baseline to Follow-up 
Worries/stresses 
High-risk 
Baseline 
(n=13) 
 
Post-intervention 
(n=11) 
 
Follow-up 
(n=9) 
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
% n  % n  % n  % n  % n  % n  % n  % n  % n 
                           
New school 7.7 1  53.8 7  38.5 5 
 
18.2 2  36.4 4  45.5 5 
 
11.1 1  66.7 6  22.2 2 
Trying to find 
new friends 
7.7 1  53.8 7  38.5 5 
 
18.2 2  18.2 2  63.6 7 
 
11.1 1  33.3 3  55.6 5 
Fitting in at 
school 
23.1 3  46.2 6  30.8 4 
 
18.2 2  45.5 5  36.4 4 
 
11.1 1  22.2 2  66.7  
Not being smart 
enough 
15.4 2  53.8 7  30.8 4 
 
27.3 3  27.3 3  45.5 5 
 
11.1 1  22.2 2  66.7  
Doing well at 
schoolwork 
15.4 2  46.2 6  38.5 5 
 
18.2 2  63.6 7  18.2 2 
 
- -  33.3 3  66.7 6 
                           
  
Table 50 
High-risk Intervention Participants’ Worries and Stresses Concerning Relationships at Baseline to Follow-up 
Worries/stresses 
High-risk 
Baseline 
(n=13) 
 Post-intervention 
(n=11) 
 Follow-up 
(n=9) 
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n  % n  % n  % n 
                           
Being popular and well 
liked 
15.4 2  53.8 7  30.8 4 
 
18.2 2  18.2 2  63.6 7 
 
- -  11.1 1  88.9 8 
Getting along with:                           
Friends 7.7 1  53.8 7  38.5 5 
 
18.2 2  9.1 1  72.7 8 
 
- -  22.2 2  77.8 7 
Girlfriend 18.2 2  27.3 3  54.5 6 
 
27.3 3  18.2 2  54.5 6 
 
- -  33.3 3  66.7 6 
Mum 23.1 3  15.4 2  61.5 8 
 
9.1 1  9.1 1  81.8 9 
 
- -  22.2 2  77.8 7 
Dad 23.1 3  15.4 2  61.5 8  20.0 2  - -  80.0 8  11.1 1  22.2 2  66.7 6 
Sister/brother 15.4 2  23.1 3  61.5 8  - -  27.3 3  72.7 8  - -  22.2 2  77.8 7 
Others at 
home/family 
7.7 1  30.8 4  61.5 8 
 
- -  27.3 3  72.7 8 
 
- -  22.2 2  77.8 7 
Teachers 7.7 1  30.8 4  61.5 8  - -  54.5 6  45.5 5  - -  11.1 1  88.9 8 
Being left out of groups 
of friends at school 
30.8 4  30.8 4  38.5 5 
 
27.3 3  36.4 4  36.4 4 
 
11.1 1  22.2 2  66.7 6 
                           
  
Table 51 
High-risk Intervention Participants’ Worries and Stresses Concerning Bullying, Social Interactions and being Offered Drugs, Cigarettes and 
Alcohol at Baseline to Follow-up 
Worries/stresses 
High-risk 
Baseline 
(n=13) 
 Post-intervention 
(n=11) 
 Follow-up 
(n=9) 
Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
 Worry a 
lot 
 
Worry a 
little 
 
Do not 
worry 
% n  % n  % n  % n  % n  % n  % n  % n  % n 
Sorting out/practicing 
my spiritual beliefs 
7.7 1  46.2 6  46.2 6 
 
9.1 1  18.2 2  72.7 8 
 
- -  44.4 4  55.6 5 
Being offered drugs, 
cigarettes or alcohol 
61.5 8  - -  38.5 5 
 
45.5 5  18.2 2  36.4 4 
 
22.2 2  11.1 1  66.7 6 
Being teased at school 38.5 5  30.8 4  30.8 4  27.3 3  27.3 3  45.5 5  11.1 1  33.3 3  55.6 5 
Being called names at 
school 
30.8 4  30.8 4  38.5 5 
 
27.3 3  27.3 3  45.5 5 
 
- -  33.3 3  66.7 6 
Being bullied 
physically at school 
30.8 4  46.2 6  23.1 3 
 
27.3 3  27.3 3  45.5 5 
 
11.1 1  33.3 3  55.6 5 
Cyberbullying 23.1 3  23.1 3  53.8 7  9.1 1  36.4 4  54.5 6  11.1 1  11.1 1  77.8 7 
Being too competitive 
at school 
7.7 1  30.8 4  61.5 8 
 
- -  45.5 5  54.5 6 
 
- -  33.3 3  66.7 6 
  
Table 52 
High-risk Intervention Participants’ Worries and Stresses Concerning Physical Activity, Time Management, Physical Appearance and Body 
Image at Baseline and Follow-up 
 
Worries/stresses 
High-risk 
Baseline 
(n=13) 
 
Post-intervention 
(n=11) 
 
Follow-up 
(n=9) 
Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
 Worry a 
lot 
 Worry a 
little 
 Do not 
worry 
% n  % n  % n  % n  % n  % n  % n  % n  % n 
                           
Doing well at sports, 
dance and other 
physical activities 
23.1 3  23.1 3  53.8 7 
 
9.1 1  9.1 1  81.8 9 
 
11.1 1  22.2 2  66.7 6 
Having time to do 
everything I have to do 
23.1 3  53.8 7  23.1 3 
 
18.2 2  18.2 2  63.6 7 
 
- -  33.3 3  66.7 6 
Having the body size 
and shape that I want 
23.1 3  38.5 5  38.5 5 
 
27.3 3  27.3 3  45.5 5 
 
11.1 1  22.2 2  66.7 6 
Changes to my body 
during puberty 
15.4 2  30.8 4  53.8 7 
 
27.3 3  36.4 4  36.4 4 
 
- -  33.3 3  66.7 6 
Skin, pimples, acne 15.4 2  53.8 7  30.8 4 
 
18.2 2  45.5 5  36.4 4 
 
- -  44.4 4  55.6 5 
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8.1.4 High-risk male interviews 
Table 53 summarises the interviews by the school counsellor for intervention males 
(n=13) who were identified as being at high risk of mental health issues. 
Section 8.1 summaries results of the high-risk intervention group at baseline, post-
intervention and at the 16-month follow-up. This section also summarises the ongoing 
assessment, support, and referral for high-risk students in the intervention group by 
the school counsellor. 
 
  
Table 53 
Summary by the School Counsellor for High-risk Students in Intervention Group 
ID 
Number 
Student Worries and Self-
rating 
Recommended 
Programmes/Services 
School Staff and 
Student Connection 
Counsellor Comments 
12101  Mum being sick 
 School work 
 Personal rating=4 
 Homework Club   Mother in remission 
 Reinforced student’s goal to reduce weight 
via more activity and ‘better’ food choices. 
(1 session) 
12022  Mum’s back injury 
 Dad’s workload 
 Girlfriend 
 Personal rating=3 
 ‘How to control your 
anger’ 
 Roo Children’s Theatre 
 Vito’s Boxing Gym 
 Headspace Illawarra 
 Involved year 
coordinator and HR 
teachers 
 Joined school band, 
maths club and 
enrichment programme 
 Met with mother re counselling 
interventions, referral to Headspace and 
connection to recreational groups and 
family issues. Ongoing client 
9058  Getting a girlfriend 
 Mum being happy 
 Brother being ‘safe’ 
 Personal rating=2 
  Deputy spoke with father 
re: ‘bullying’, this has 
now stopped 
 Living with father and younger brother 
(Autism spectrum) 
 Moving to Lismore to be near mother as 
fathers needs help and support with ‘the 
boys’ and household. (1 session) 
12014  Getting in a fight 
 Personal rating=3 
 All other ratings <3 
 Peer mediation 
 Referral for paediatrician 
assessment 
 Anger management 
 Joined school enrichment 
programme 
 Year coordinator and HR 
teachers involved 
 Father works overseas. Met with mother re 
paediatric referral and behavioural issues 
at home and school. Ongoing client 
  
ID 
Number 
Student Worries and Self-
rating 
Recommended 
Programmes/Services 
School Staff and 
Student Connection 
Counsellor Comments 
12134  Self-rating=0  
 
 
 Homework club 
 Learning support 
 Feeling tired and angry at time of survey- 
now would give a personal scale of ‘7’ 
 (1 session) 
12001  Operation on his leg 
 Nan and Pop being sick 
 Personal rating=4 
 
 
  Partial Hip Replacement later this year. 
Nan and Pop both moved into Residential 
Aged Care Facilities. Misunderstood self-
score- currently at 6/7. (1 session) 
12040  School 
 Personal rating=4 
 Booklet for teenagers on 
grief 
 Tryouts for school 
sport teams 
 Encouragement re exercise regime and 
losing weight. Ongoing client 
12052  Body shape and size 
 Being teased/called 
names 
 Personal rating=4 
 Stress and anger 
management 
  Personal rating above 7 with new hairstyle 
and friends. Parents supportive of exercise 
regimes, food intake to achieve goal of 
‘health weight’ vs. too thin. Ongoing client 
12074  Worry a lot about things 
that could happen 
 Personal rating=9 
  Peer mediation 
 Deputy and year 
coordinator involved 
re: self-harm 
comments 
 Met with parents re comments on self-
harm and incident in Philippines. 
 Ongoing client 
12049  Worry a lot about things 
that could happen 
 Personal rating=8 
 Stress management  Large group of 
friends at school 
 Recent immigrant form Lebanon. Has 
family support and cousins at school and 
English is improving. (1 session) 
12130  Mum and Dad’s divorce 
 Brother moving in with 
Dad 
 Losing an uncle 
 Personal rating=6 
   Grief counselling 
 ‘Stress Busters’ 
 Family issues 
 Ongoing client 
  
ID 
Number 
Student Worries and Self-
rating 
Recommended 
Programmes/Services 
School Staff and 
Student Connection 
Counsellor Comments 
2072  Uncle has cancer 
 Sister’s asthma and 
being in hospital 
 Personal rating=10 
  5 students from 
Primary school in 
HR- friends 
 Sister out of hospital and hers and uncle’s 
condition improved (1 session) 
12094  My sister might die 
 A family member ill-
cancer 
 Not looking my best in 
public 
 Personal rating=6 
 Resilience and Self-
Esteem 
 Peer mediation and 
support 
 Year coordinator 
involved 
 Discussion with mother re fears and 
concerns, family issues and physical 
disability. Ongoing client 
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8.2 Evaluation and Summary of Results 
This section investigates students’ responses to the intervention with a view to gaining 
further insight into their attitude towards mental health programmes with a particular 
focus also on key stakeholder’s evaluation of the current study. The following results 
are outlined in reference to research question one. Section 8.2 summaries key results 
in the current study. 
8.2.1 Student evaluation 
Table 54 summarises the student evaluation and summary of the mental health and 
wellbeing programme. 
Table 54 
Summary of Student Evaluation from the Mental Health and Wellbeing Intervention 
Programme 
Evaluation Summary 
 
% n 
Did you enjoy the workshop?   
YES 98 120 
NO 2 3 
   
What did you enjoy?   
Whole thing 
- ‘all of it’ 
- ‘everything—we had fun’ 
- ‘it was very interesting’ 
- ‘it was fun and entertaining’ 
-  
29 36 
Eating Minties 
- ‘the bribe tools’ 
 
9 11 
Who do you admire? Activity 
 
1 2 
Educational 
- ‘learning what is happening to people’ 
- ‘making us think about what we do’ 
-  ‘I learnt about bullies and how to avoid them’ 
- ‘learnt everyone is different and it’s ok’ 
 
3 4 
Variety 
- ‘getting out of class and the weird hat’ 
- ‘talking about all different subjects and stuff’ 
- ‘work mixed with games’ 
 
18 22 
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Question and answers 
(interaction, discussion, inclusion, being asked own opinion) 
- ‘gave us some more insight into qualities and things to 
work on’ 
- ‘the inclusion of everyone’ 
- ‘everyone got to read and answer stuff’ 
- ‘the discussion’ 
- ‘the chance to share your comments’ 
 
18 22 
YouTube activity 11 13 
- ‘I enjoyed the video and being included in everything’   
-    
Evaluation Summary % n 
What did you like the best?   
Questions and Answers 
- ‘it is like, you’re in a position and you don’t know what to 
do, now we do’ 
- ‘all the questions and answers’ 
- ‘being asked questions, and answering them’ 
 
5 6 
Everything 
- ‘ the whole entire thing’ 
15 19 
YouTube activity 
- ‘it was really smart and made us think’ 
24 29 
Who do you admire? Activity 
- ‘it helped us realise the qualities we should be looking for’ 
8 10 
Interaction 
- ‘we had fun’ 
- ‘working together’ 
- ‘playing games’ 
4 5 
Variety (including Bingo and fingerprint activities) 33 41 
Lollies 6 7 
   
Would you like to participate in a similar workshop again?   
YES 95 117 
NO 4 5 
 
 
 
 
 170 
8.2.2 Engagement of intervention participants through various student-centred 
and directed activities 
A variety of activities and modes of delivery were used throughout the 
implementation of the mental health and wellbeing intervention (see Appendix E). 
Knowledge was acquired through a range of games and presentation formats (e.g., 
posters, whiteboards, Smart-board). Workshops incorporated integrated teaching 
methods such as discussions, role-plays and group activities, with modification and 
input encouraged from students and key staff members. 
8.2.3 Promotion of the programme by key staff members and stakeholders 
To determine the feasibility of the mental health and wellbeing programme, input 
from key staff members and stakeholders in the design and implementation of the 
mental health and wellbeing programme was sought throughout the process. Liaisons 
with the executive staff members, the Personal Development, Health and Physical 
Education staff members and school counsellor, who were also responsible for 
coordinating and organising the programme, ensured active involvement and 
promotion within the school context. Progress feedback reports were given to 
executive staff members as a means to inform and enhance the programme directives, 
and stimulate the commitment towards the priorities, topics, and activities of the 
mental health and wellbeing programme (Rowling & Samdal, 2011). 
Key staff members were positive about the programme, its delivery and effect. 
Therefore, the mental health and wellbeing intervention implantation, participant 
attendance and enjoyment of sessions were acceptable. 
8.2.4 Summary of results 
The results obtained from the data analyses are summarised in Table 55. 
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Table 55 
Summary of Results from the Mental Health and Wellbeing Intervention Programme 
Results 
 
Recruitment—Extensive recruitment procedures (3/3 schools, 397 students 
consented—100% rate) 
Retention—189 of the 203 participants recruited, participated and completed the 
baseline to follow-up measurements 
Collection of measurements—All measurements collected successfully 
Implementation—100% sessions implemented 
 
 
Enjoyment—98.6% participants enjoyed workshops, participants who would 
participate in a similar workshop again (94.1%) 
Staff perception—staff awareness, recognition, involvement and progress feedback 
given 
 
Intervention (repeated measures) 
Body image—males desired to weigh less over time 
Dieting behaviours—F(2,268)=0.53, p=.59 
Perceived weight—F(1.91, 271.74)=0.42, p=.65 
Desired weight—F(2,284)=3.33, p=.04 
Physical Appearance Scores—no statistically significant differences were evident, 
with the exception of an increase in opposite sex score: 
Self-score—F(2,278)=0.78, p=.46 
Other people score—F(2,274)=1.29, p=.28 
Opposite sex score—F(1.89,256.43)=3.31, p=.04 
Mother score—F(1.79,249.12)=0.70, p=.48 
Father score—F(2,262)=0.06, p=.94 
Stunkard Perception Scale Scores—participants figure mean scores increased 
overtime: 
Self—figure—F(2,284)=9.18, p<.001 
Self—figure desire—F(2,282)=22.06, p<.001 
Preferred male figure—F(2,280)=18.18, p<.001 
Preferred female figure—F(2,282)=10.83, p<.001 
 172 
 
Worries and Stresses—intervention group participants’ worries and stresses 
decreased, (repeated measures ANOVA found several items to be significant) 
 
Control and Intervention comparison (repeated measures): 
Body image—intervention did not yield any significant results overtime: 
Dieting behaviours—F(2, 328)=1.97, p=.14 
Desired weight—F=1.93, 337.175)=1.78, p=.17 
Perceived weight—F(1.88, 328.28)=1.28, p=.28 
 
Physical Appearance Scores—intervention did not yield any significant results, with 
the exception of perception of mother and father score overtime: 
Self—score—F(2,342)=2.26, p=.11 
Other people score—F(2,336)=2.64, p=.73 
Opposite sex score—F(1.87, 307.40)=1.11, p=.33 
Mother score—F(1.74, 296.14)=4.04, p=.02 
Father score—F(2,320)=3.60, p=.03 
 
Stunkard Perception Scale Scores—intervention did not yield any significant results 
overtime: 
Self—figure—F(2, 350)=1.65, p=.26 
Self—figure desire—F(2,334.21)=1.32, p=.27 
Preferred female figure—F(1, 346)=0.25, p=.78 
Preferred male figure—F(1.90, 327.21)=0.97, p=.38 
 
Worries and Stresses—intervention group participants’ worries and stresses 
decreased, control participants minimal change overtime (repeated measures 
ANOVA found to be non—significant) 
 
 
 
 
 
 
 
 173 
In this chapter the results of student responses to the questionnaires and intervention 
were examined to investigate whether a school-based intervention, designed in liaison 
with school administration, would have a positive effect for high-risk adolescent 
males. In summarising the results Chapter 8 outlined data in relation to the three main 
subdomains- worries and stresses, body image, physical self-perceptions, which will 
be discussed in detail in the following chapter. Chapter 5 to Chapter 8 reported 
findings of the adolescents’ mental health and wellbeing and the impact of the mental 
health and wellbeing intervention programme on male adolescents. The final chapter 
provide an interpretation of the findings, describes the limitations of the study, offers 
recommendations for future research and discusses the implications for school-based 
mental health and wellbeing interventions for male adolescents. 
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Chapter 9 Discussion 
The purpose of this study was to assess the impact of a controlled secondary school-
based mental health and wellbeing programme on the physical self-perception, body 
image and worries/stresses of 11- to 13-year-old males. This chapter is divided into 
four sections. Section 9.1 examines male adolescents’ concerns and attitudes about 
their physical self-perception, body image and worries and stresses and whether it 
differed by gender. This section extends the limited theoretical and empirical work on 
the area of school-based mental health and wellbeing, by providing an explanation for 
the need for male specific programmes.  It also empirically tests this explanation and 
elaborates on topics and activities necessary for future programmes by discussing the 
significant findings of the current intervention. Drawing on these results, section 9.2 
gives an overview of the implementation of the mental health and wellbeing 
programme. It explores the need to support all students, referrals for adolescents at 
risk of developing mental health problems, liaison at all stages with the school staff 
and the integral role of the school counsellor. This section contributes to the school 
educational and psychological literature by providing an argument for the integral 
nature of collaboration throughout the design, implementation and dissemination 
stages. Secondly, on a practical note, this section gives insight into the critical 
inclusion of the school counsellor within these stages. In section 9.3 the strengths and 
limitations of the current study, recommendations for future research and implications 
for school-based mental health and wellbeing interventions for male adolescents are 
considered. The final section draws on the key aspects of the literature and current 
research and provides concluding remarks on the three principal contributions of this 
study to school-based mental health and wellbeing literature. 
9.1 Adolescent Mental and Wellbeing Concerns 
This section examines differences in the physical self-perception, body image and 
worries/stresses of a cohort of adolescent males and females in Year 7 examined in 
the current study. This section will shed light on the significant differences between 
male and female adolescents, including the distinct insecurities and vulnerabilities of 
adolescent males. Significant results of the intervention are also discussed in relation 
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to the uniquely exhibited and prevalent mental health and wellbeing issues among 
adolescent males. 
9.1.1 Physical self-perception 
A major aim of this study was to develop an understanding of male adolescents’ 
concerns and attitudes about their physical self-perception and whether it differed by 
gender. 
The current findings confirm previous findings that suggest adolescents encounter a 
rise in poor physical self-perception with age (Kling, Hyde, Showers & Buswell, 
1999; Mellor, Fuller-Tyszkiewicz, McCabe & Ricciardelli, 2010; van den Berg et al., 
2010; Wojtowicz & von Ranson, 2012; Zeiders, Umaña-Taylor & Derlan, 2013). 
Research has also noted that male adolescents tend to report higher self-perception 
than do female adolescents (Baldwin & Hoffmann, 2002; Frost & McKelvie, 2004; 
Kling et al., 1999). These differences have been partially attributed to societal 
attitudes and influences on gender role development during school years (Galambos, 
2004). It has also been suggested that male adolescents seem to adhere to more 
traditional masculine behaviours and expectations (e.g., competition and 
independence), which are more strongly tied to higher physical self-perception then 
feminine traits (Oswald & Chapleau, 2010; Zeiders et al., 2013). Unexpectedly, male 
adolescents in the current study reported having similar physical self-perception 
scores to the female adolescents, with the exception of a higher opposite sex Physical 
Appearance Scale score. 
Initial findings revealed the mental health and wellbeing promotion programme 
examined in the current study was effective in producing statistically significant 
outcomes in self-perception variables between intervention and control participants 
for the mother and father rated Physical Appearance Scores. This is an important 
finding, considering the normative changes that accompany adolescent development 
can often disrupt parent-adolescent relations (Steinberg & Silk, 2002). In addition, 
literature has also suggested that parent-adolescent relationship quality may also 
decline during high school (Buist, Deković, Meeus & van Aken, 2002; Sallinen, 
Rönkä, Kinnunen & Kokko, 2007). Thus, an increase in self-perception in relation to 
self-reported parental perception demonstrates the potential the mental health and 
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wellbeing programme evaluated in this study on male adolescents. It is also 
noteworthy to highlight the protective role positive self-perception has on poor mental 
health and wellbeing, including depressive symptoms (Haley, Hedberg & Leman, 
2010; Rawana, 2013), and as such, the positive role it may play in the current study. 
In addition, the key role that parent support has in adolescents’ self-worth and coping 
strategies (de Matos, Gaspar, Cruz & Neves, 2013; Gottfredson & Hussong, 2011; 
McDonald, Bowker, Rubin, Laursen & Duchene, 2010) may also add to the 
implication of positive outcomes of the current intervention. 
These findings are similar to those of O’Dea and Abraham (2000), who reported an 
improvement in both boys and girls of the same age. Their study, held over 12 
months, created similar findings to the current results. This appears to replicate the 
earlier findings and reiterates the importance of developing self-concept in both boys 
and girls. 
Further, research suggesting that self-perception tends to be associated with body 
dissatisfaction, and, therefore, may be more difficult to positively change in a brief 
intervention (Mann, Hosman, Schaalma & de Vries, 2004), may explain the relatively 
small, albeit sufficient, changes. The results of this study support the need for mental 
health and wellbeing interventions in schools, adding to the recent evidence from the 
literature that mental health issues are also significantly affecting males (Bennett et 
al., 2005). The current findings, therefore, suggest that the inclusion of self-perception 
components in interventions may be particularly valuable for male youth‐specific 
mental health programming. 
While inconsistent with the mentioned literature, studies that have explored self-
perception in adolescents have also had inconsistent findings (Moksnes, Moljord, 
Espnes & Byrne, 2010; Orth, Robins & Meier, 2009; Orth, Robins & Roberts, 2008). 
Zeiders et al. (2013) suggest that while literature supports the notion that self-
perception changes during the adolescent years, the extent and direction of these 
changes are unclear. Research has also found that significant decreases and potential 
differences in self-perception may not arise until mid-adolescence (Compas, Connor-
Smith & Jaser, 2004; Ranta et al., 2007; Robins & Trzesniewski, 2005; Robins et al., 
2002; Scheier, Botvin, Griffin & Diaz, 2000). Given that the present research 
examined adolescents aged 11 to 13 years, this may explain these findings. Given that 
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the current findings found male and female adolescents have similar physical self-
perception scores, interventions need to incorporate strategies that address poor self-
perception for both genders. These findings suggest a need to specifically tailor 
resources, programmes and interventions to incorporate approaches that target male 
adolescents’ insecurities and vulnerabilities that may lead to poor self-perception. 
9.1.2 Body image 
An overarching focus of this study was to develop an understanding of male 
adolescents’ concerns and attitudes towards their body image as well as to investigate 
gender differences. 
Findings show that boys have similar concerns to girls in regard to body image, 
specifically that both male and female adolescents have strong desires to change their 
body weight and size. Male participants were twice as likely to diet to gain weight as 
their female counterparts. A high proportion of both male and female respondents 
reported feeling that their body was ‘about right’, but in terms of desired weight, only 
about a third of males and females reported a desire to be the ‘same as present’. While 
it is clear that females have stronger desires to be thinner, regardless of gender, 
adolescents have strong desires to change their body weight. 
These findings could be explained by the notion that young males are equally as likely 
as females to be subject to mixed messages about accepting, changing and controlling 
their bodies specifically in the school environment (see Carey, Donaghue & 
Broderick, 2011; Leahy, 2009). The results of the current study suggest that the 
further development of preventative interventions aimed at and tailored to male 
adolescents’ body image may be warranted. In addition, interventions with 
adolescents should strive to enhance body satisfaction and avoid messages are likely 
to lead to decreases in body satisfaction for both genders (Neumark-Sztainer et al., 
2006). 
The most statistically significant difference was that the male participants scored 
significantly higher than their female counterparts for all of the four categories using 
the Stunkard Scale Figure Perception Scale, indicating that a larger figure is both 
perceived and preferable. 
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The findings in regard to gender differences in body image are similar to the 
previously reported studies (Dalton, Johnston, Foreyt & Tyler, 2008; Jones & 
Crawford, 2005; Mirza, Mackey, Armstrong, Jaramillo & Palmer, 2011; Ricciardelli 
et al., 2003; van den Berg et al., 2010), although body image concerns of boys in the 
current study appear to be somewhat greater than earlier studies of Australian boys 
(O’Dea & Abraham, 2000; Paxton et al., 1991; Wertheim & Paxton, 2012). 
The current findings also differ from a recent Australian study conducted with 
adolescents from 13 to 17 years of age, which found that females were significantly 
more likely than boys to be dissatisfied with their weight and physical appearance 
(Delfabbro, Winefield, Anderson, Hammarstrom & Winefield, 2011). Even so, while 
expressing similar body dissatisfaction to that of females, male adolescents differed in 
their preferred ideal image. Several reasons have been attributed to this discrepancy in 
body dissatisfaction research among young males (see Cohane & Pope, 2001; Jung & 
Forbes, 2013), including the use of a single row of figures of increasing size to assess 
males’ responses to body image questions, which do not distinguish between 
increasing size due to fat and increasing size due to muscle (Cohane & Pope, 2001). 
In addition, as the current study failure to identify male-specific tendencies, such as 
drive for muscularity (McCreary & Saucier, 2009), any differential effects should be 
interpreted in light of these issues. 
9.1.2.1 Intervention outcomes on male adolescents’ body image 
Male participants’ perception of preferred female and male figures increased as time 
progressed, with greater increases seen in intervention males. 
A lack of significant findings seen in the current study in regard to body image may 
be a result of increased supportive factors in the control schools that compounded 
results and potentially led to beneficial activities. Similar explanations have been 
examined in proactive school research (Feigenberg, Watts & Buckner, 2010). Schools 
that are more proactive may inadvertently implement programmes that promote 
positive development (Brown, Roderick, Lantieri & Aber, 2004; Kusché & 
Greenberg, 1994), support positive social behaviour (Flannery, Sugai & Anderson, 
2009) or build a sense of community in the school (Battistich, Schaps & Wilson, 
2004). Proactive control schools, therefore, may also latently work to prevent mental 
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health and wellbeing problems by self-implementing selective activities or 
interventions (National Research Council, 2009). 
Understanding the development of body image and potential factors that influence 
body dissatisfaction for male and female adolescents are of equal necessity. Of 
particular importance is its potential impact in the designing and implementation of 
effective preventative interventions (Leahy, 2009; Sharpe, Damazer, Treasure & 
Schmidt, 2013). As noted by van den Berg et al. (2010), such interventions may also 
have the potential to improve the risk of low self-perception and high body 
dissatisfaction regardless of gender. It is, therefore, also important to provide 
demographic-specific information about psychological services to underserved 
populations, such as males, in order to improve their willingness to seek the assistance 
of psychological professionals and mental health services (Mackenzie et al., 2006), 
particularly in terms of body image and body dissatisfaction among adolescents (Jung 
& Forbes, 2013). 
9.1.3 Worries and stresses 
The current study examined adolescents’ worries and stresses, including concerns 
about school, relationships, changes to the body, social interactions and being offered 
drugs and alcohol. The current findings support de Matos et al.’s (2013) study, which 
found that worries exist and are somewhat protuberant during adolescence. This 
finding is also supported by recent studies conducted in Australia and internationally 
(Dugas, Laugesen & Bukowski, 2012; Miers, Blöte, Rooij, Bokhorst & Westenberg, 
2013; Rew et al., 2012; Van Oort, Greaves‐Lord, Verhulst, Ormel & Huizink, 2009). 
However, contrary to previous reports (Calvete, Camara, Estevez & Villardón, 2010; 
Charbonneau, Mezulis & Hyde, 2009), results of the current study found female and 
male adolescents report similar worries and stresses. This study sustains the trend that 
male and female adolescents do not differ in their experience of stressors in various 
domains (Seiffge-Krenke, 2013; Shin & Ryan, 2012). This could also be due to the 
fact that gender differences are often small and not consistently found across samples 
(Rose & Rudolph, 2006). Moreover, Seiffge-Krenke (2013) hypothesises that 
differences in the level and type of stress stem from female and male adolescents 
dealing with those stressors differently. Help-seeking behaviour, mood amplification, 
differential symptom influences on presentation and measurement nuances may also 
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contribute to the extent of worries and concerns reported by male adolescents in this 
study (Gulliver et al., 2010; O’Neil, 2008; Vogel et al., 2013). 
9.1.3.1 Worries about school 
Among the significant factors that influence young peoples’ worries and concerns are 
school-related factors (James et al., 2013; Rew et al., 2012). Participants’ concerns 
and worries, in the current study, are reflected in similar studies concerning 
adolescent worries about education (Rew et al., 2012). In addition, the present results 
also confirm findings from the study conducted by Weems, Silverman and La Greca 
(2000) concerning the increase in worries about school (school success and general 
school matters) among young people. Similarly, the main concerns regarding 
schoolwork and school transition among many of the adolescents in this study support 
the findings of Stuart (2006), in which school-related worries are present during 
adolescence. However, considering the current knowledge about adolescent brain 
development (Malter Cohen, Tottenham & Casey, 2013) and the increased work load, 
greater amounts of homework and more difficult subjects that accompany the 
transition into high school (Duchesne, Ratelle & Roy, 2012; Rew et al., 2012), these 
findings are not surprising. 
Research studies have reported that poor school attachment (negative feelings about 
one’s school), poor school commitment (lack of investment in schoolwork) and other 
school-related worries can appear stronger for males than females (Freidenfelt 
Liljeberg et al., 2011). However, the current results indicate that females generally 
report worrying more about school and having enough time to do everything, 
especially in the school context, compared to their male counterparts. Male 
participants in the current study were also less likely than females to worry a lot about 
doing schoolwork. The current findings, therefore, coincide with Silverman, Lagreca 
and Wasserstein (1995), who suggest that school-aged females reported more worries 
related to school, classmates and future events. Further, the finding that female 
adolescents reported higher worry levels related to school performance also supports 
previous studies conducted in Australia and internationally (Byrne, Davenport & 
Mazanov, 2007; Moksnes et al., 2010). Conversely, in a pivotal study, Orton (1982) 
found that while female adolescents worried more about family, personal adequacy, 
personal health and ornamental issues (e.g., employment and clothing), males and 
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females had similar worries concerning economic or academic matters. This finding 
is, therefore, inconsistent with the current study, which found that males reported 
worrying less about school and being smart enough at school compared to females, 
who reported higher worrying scores. As findings are not consistent across studies, 
the importance of investigating stressors and their influences on adolescents’ mental 
health is becoming more prominent (Rudolph, 2002). 
A greater concern to please teachers and parents, may lead to increased motivation to 
do better academically (Pomerantz & Ruble, 1998), and thus increased worry over the 
possibility of failure (Pomerantz, Altermatt & Saxon, 2002). Research has shown that 
the higher motivation often reported by female adolescents may also result in an 
increase in school-related worry, which may be intensified when failure is actually 
encountered (Hoffman, 1972; Pomerantz et al., 2002). Conversely, compared to 
females, research suggests that males with poor mental health more frequently 
experience psychomotor changes, feelings of worthlessness and decreased 
concentration (Carter et al., 2000; Scheibe et al., 2003), which may influence the 
importance males place on school and thus their concern. As such, male adolescents 
in this study may not be as vulnerable to internal distress concerning school-related 
worries (Pomerantz et al., 2002), potentially underlining the gender differences found 
in participants’ school-related concerns in the current study.  
De Matos et al. (2013) suggest that schools need to offer guidance and support on 
how to manage and overcome worries and stresses. Further, attention to how 
adolescents deal with worries (school academic matters included) and their 
vulnerability to school-related worries should continue for both males and females, 
despite the fact levels of worry may differ between genders. In addition, while 
individual differences in adjustment were not considered, accounting for these 
differences could also bring new insights into the interplay between worries, 
subsequent adjustment and possible interventions. Therefore, gender differences in 
stress perception, level of worry and coping style in school contexts in adolescence 
seems to warrant further investigation. 
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9.1.3.2 Worries about relationships 
Recent literature has also noted that the strongest predictors of worry and stress 
among adolescents are relationships with parents and friendship quality (i.e., 
validation from peers) (Festa & Ginsburg, 2011; LaFontana & Cillessen, 2010; 
Seiffge-Krenke et al., 2013). Findings in the current study coincide with such 
literature, with both male and female adolescents indicating they worry about 
friendship groups and family relationships. 
In a recent study conducted with young children and adolescents in Portugal, family 
relationships were reported as the biggest source of worries (de Matos et al., 2013). 
The current study reports similar levels of worry concerning relationships with family 
members by both male and female adolescents. Unlike findings by de Matos et al. 
(2013), however, in which friends were less presented as a source of worries but 
presented as a source of social support, the current findings found worries concerning 
relationships with friends to be more significant than family-related worries. The 
findings are also in contrast to Laursen and Hafen (2010), who report peer-related 
worries being lower than parent-related worries. This seemingly contradictory result 
may relate to research that suggests that family relationships are also a good resource 
for coping with worries (de Matos et al., 2013; Potochnick, Perreira & Fuligni, 2012; 
Zeman, Cassano, Suveg & Shipman, 2010), and consequently may increase youths’ 
psychological wellbeing (Potochnick et al., 2012; Yip & Fuligni, 2002). Thus, the 
lower levels of parent-related stress may be a result of a high family-oriented support 
structure. The current study indicates that young people experience various degrees of 
stress over family-related relationships, which could potentially be suitably addressed 
in an intervention. 
Findings in the current study suggest that both male and female adolescents worry 
about friendship groups. However, female adolescents in this study reported greater 
worries concerning friendship groups, fitting in and relationships with friends 
compared to their male counterparts. This finding is concurrent with the work of Rose 
and Rudolph (2006), who found that female adolescents’ are more sensitive to the 
status of their peer relationships and friendships then male adolescents. The current 
findings are also likely related to well-established sex differences in how female and 
male adolescents cope with stress (Calvete et al., 2010; Papadakis, Prince, Jones & 
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Strauman, 2006). Interestingly, however, in the current study, male adolescents’ 
reported worrying more about their relationships with their girlfriend/boyfriend then 
that of their female counterparts. This finding is in contrast to recent reviews that note 
that most commonly, female adolescents report a higher level of worry for romantic 
relationships then that of their male counterparts (Bakker, Ormel, Verhulst & 
Oldehinkel, 2010; Seiffge-Krenke, 2013).  
While partly inconsistent with mental health and wellbeing literature, the current 
findings support the notion that although mental health and social insecurities are 
prevalent in females (Felczak, 2011; Parker & Brotchie, 2010), these issues are also 
uniquely exhibited and prevalent in male adolescents (Bennett et al., 2005; Fletcher, 
2008; Weller et al., 2006). Thus, when comparing the findings with the previous work 
of de Matos et al. (2013), it could be concluded that findings on the level and type of 
anxiety or worry among adolescents are still partly inconsistent, and, therefore, need 
further replication and exploration. Further, the results of the study ratify research that 
indicates that various peer factors (acceptance, support, friendship quality) and parent-
related relationships are associated with social worries in young people (Festa & 
Ginsburg, 2011; LaFontana & Cillessen, 2010; Seiffge-Krenke et al., 2013). The 
inclusion of specific strategies in interventions, aiming at increasing positive peer 
social support and general social support for both male and female adolescents, is also 
affirmed by the current study findings. 
9.1.3.3 Worries about body image 
Consistent with previous studies (e.g., Calzo et al., 2012; Carey, Donaghue & 
Broderick, 2013), adolescents in this study reported being worried about their body 
size and shape, physical appearance and changes to body during puberty. This finding 
is similar to those of other researchers, who found body weight and body image as 
major concerns of adolescents (Helfert & Warschburger, 2013; Neumark-Sztainer et 
al., 2006; Neumark-Sztainer, Wall, Story & Perry, 2003). The present study found 
that female and male adolescents reported similar levels and types of worry 
concerning body size and shape. These findings are in accord with mental health 
literature that notes that young people are becoming increasingly worried about body 
image and appearance (Carey et al., 2013; Flament et al., 2012; Mirza et al., 2011; 
Xanthopoulos et al., 2011). Thus, while body image research has been mostly centred 
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on females in the past, recent research indicates that body image concerns and worries 
are rapidly increasing among young males too (Kater, Rohwer & Londre, 2002). In 
particular, young females tend to become intensely anxious and dissatisfied with their 
naturally developing, fuller bodies (Kater et al., 2002), while males report worries 
over a desire to gain weight by increasing their muscularity (Gopalan et al., 2013; 
Jones & Morgan, 2010; McCabe & Ricciardelli, 2004). Body image worries and 
concerns have become so prevalent among adolescents that it has been deemed a 
normal part of puberty (Kater et al., 2002; Tiggemann, 2005). Further research, 
particularly for male adolescents in relation to the effect of masculinity on their 
worries about their body, is crucial. 
The present results also partially confirm the study conducted by Rew et al. (2012), in 
which participants’ concerns regarding physical attributes were majorly related to 
weight. However, the current findings found that while adolescents of both genders 
worry about body size and shape, they are also just as likely to worry about their 
physical appearance (e.g., skin, acne, pimples). Further, in the current study, female 
adolescents were more likely to worry about their physical appearance and changes to 
their body during puberty than the male adolescents. These findings are supported by 
studies that found that young males do not get worried about their weight or 
appearance until they actually have a very high BMI (Smolak, 2004). This differs in 
research conducted with young females, who have been shown to worry about their 
weight and appearance when they are normal or even underweight (McCreary, 2002; 
Wojtowicz & von Ranson, 2012).  
Further, Smolak (2004) suggests that often, while young females are expected to try 
to achieve the adult female thin body ideal, young males are not expected to meet the 
adult male muscular body ideal. Given the societal pressures related to appearance of 
females (Helfert & Warschburger, 2013), young female adolescents may become 
more sensitive to their weight and appearance at a younger age than males, which 
helps explain the current findings. Important gender differences in the sociocultural 
demands concerning bodies, particularly in the school context, and the differences in 
pressures on male and female adolescents to achieve certain body types, are important 
avenues for future research. In addition, as females and males’ concerns about 
physical appearance tend to heighten during adolescence (Bowker, Thomas, Spencer 
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& Park, 2013), understanding why young males and females differ in their worry 
about body image may help us identify risk and protective factors at various stages of 
development and in different contexts. 
9.1.3.4 Intervention outcomes on male adolescents worries/stresses 
The mental health and wellbeing programme produced observable, but not 
statistically significant, effects on male adolescents’ worries and stresses. Specifically, 
intervention males decreased in their level of worry about not being smart enough, 
getting along with teachers, being left out, being bullied physically, being teased at 
school, being called names at school and being cyberbullied. 
These results are in contrast to previous literature (Barrett & Turner, 2001; Lowry-
Webster et al., 2003; Weijer-Bergsma, Langenberg, Brandsma, Oort & Bögels, 2012), 
which found lower levels of worry in young people in the intervention group 
compared to those in the control group at post-intervention as well as at six-month 
follow-up. Nevertheless, a more recent study conducted in the Netherlands by Liber et 
al. (2008) reported that while young people in both conditions showed improvement 
in worries, no significant group differences were found in their clinical outcomes. The 
current findings are, therefore, also in contrast to universal mental health and 
wellbeing intervention research (Attwood et al., 2012; Davis et al., 2011). 
However, despite finding no significant intervention effects on male adolescent 
worries, the current study highlights the potential stresses and relatively high level of 
stress both males and females experience during this time. These findings are in line 
with several research studies conducted among adolescents (Dugas et al., 2012; Miers 
et al., 2013; Rew et al., 2012; Van Oort et al., 2009). The current study findings also 
suggest that worries of male adolescents may increase and change as they progress 
through the early years of high school. For example, the current study found that 
worries about physical appearance and abilities tended to remain stable or slightly 
increase during the study period and worries about relationships tended to decrease. 
Previous research literature supports these findings (Calzo et al., 2012; Crocetti, 
Klimstra, Keijsers, Hale & Meeus, 2009; Dugas et al., 2012; Inderbitzen-Nolan & 
Walters, 2000). 
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As the adolescent gap in emotional regulation is likely to be particularly acute in 
social contexts characterised by family conflict, divorce or peer violence and rejection 
(Patton & Viner, 2009), it is also important for schools to address high-risk students. 
Therefore, school-based mental health care professionals who work with male 
adolescents need to realign their structures so they may respond to the increased and 
changing stress among youth. Further, it is also evident that school-based research 
needs to examine potential facilitating factors that enable development of 
competencies that will increase male adolescents’ ability to cope with normative 
worries accompanied by adolescents. Both male and female adolescents have worries 
and stresses that would be suitably addressed by a school-based intervention 
programme in health promotion. Further, the results of this study defend topics such 
as problem solving, self-perception, body image, family relationships and peer 
support as relevant specific content needing to be addressed in school-based 
programmes. The importance of facing school environment and culture, and positive 
future expectations as one issue related to adolescents’ mental health and wellbeing is 
also strengthened (de Matos et al., 2013). 
Understanding male adolescents’ mental health and wellbeing requires a realisation 
that adolescents represent a special population group in the mental health system with 
unique developmental and cultural needs that differ significantly from those of the 
adult population (Davis et al., 2012; McGorry et al., 2013). From a prevention 
perspective, the findings suggest that both male and female adolescents may benefit 
from interventions about dealing with uncertainty and worries in everyday life. 
This section examined gender differences in mental and wellbeing among 
adolescents. It highlighted differences in self-perception, body image and body 
dissatisfaction, and worries/stresses between males and females and the effects of the 
intervention on males. It emphasied the need to design easily accessible and tailored 
mental health and wellbeing programmes for adolescent males. Section 9.2 examines 
the collaborative partnership between school personnel and researchers and the 
positive effect of whole-school integration and support by teachers and parents. The 
following section also discusses the critical importance of liaison at all stages and the 
integral role of the school counsellor in delivery, dissemination and referral within a 
school context.  
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9.2 Overview of the Implementation of the Mental Health and Wellbeing 
Programme 
The current programme was promoted by key staff members and stakeholders. 
However, given the emphasis in other literature about and the importance of 
administrator support, especially support from the principal in successful 
implementation efforts (Forman et al., 2009) and the collective nature of the school-
based implementation process (Rogers, 2003), this finding is not surprising. Further, 
previous literature has also suggested that whole-school integration and support 
promotes active stability and awareness and support by teachers (Armstrong et al., 
2007; Johanna Wyn, Cahill, Holdsworth, Rowling & Carson, 2000), leading to more 
integrated responses to the needs of young people (Johanna Wyn et al., 2000). Thus, 
four programme elements of the current study seem paramount: the need to support 
all students, referrals for adolescents at risk of developing mental health problems, 
liaison at all stages with the school staff and the integral role of the school counsellor. 
First, during the process of engaging school stakeholders as collaborative research 
partners, it became clear that any exclusion criteria for the intervention programme 
would not be feasible or apposite. This had a salutary effect of significantly increased 
generalisabilty of the study, for example, by not excluding students with clinically 
assessed mental health problems (Glasgow, Klesges, Dzewaltowski, Bull & 
Estabrooks, 2004; Sussman et al., 2013). Second, therefore, collaboration in ensuring 
at-risk students are accommodated for is essential. Intervention males at high risk of 
mental health issues were identified using the questionnaire Physical Appearance 
Score subscale and liaison with the school counsellor and pastoral care coordinators. 
Liaison with the school counsellor to identify and interview males at high risk of 
mental health issues and to provide clinical assessment and ongoing school counsellor 
support and referrals for high-risk students ensured tailored and targeted help for 
those adolescents (see Chapter 8). Such screening is critical, since adolescents 
experiencing severe mental health and wellbeing issues may be unlikely to be 
recognised and referred to treatment (Hunt & Eisenberg, 2010). 
A third key feature is that liaison with key stakeholders, including school counsellors, 
principals and pastoral care coordinators, meant an increased ability to tailor the 
programme to specific adolescents, integrate it into the school curriculum and allow 
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school staff to disseminate parts of the programme as part of the whole-school 
approach. Further, the current programme was integrated into the general classroom 
curriculum, with teachers reinforcing the classroom curriculum in all interactions with 
the adolescents, therefore, supporting the approach that mental health and wellbeing 
interventions can be incorporated into routine educational practices and contexts 
(Rones & Hoagwood, 2000). As suggested by Spence and Shortt (2007), the current 
mental health and wellbeing intervention was also evaluated in the school context and 
in a naturalistic setting (e.g., intervention administered by teachers or counsellors in 
liaison with research staff), potentially reducing the need to require outside personnel 
for effective delivery (Durlak, Weissberg, Dymnicki, Taylor & Schellinger, 2011). 
Finally, school counsellors have the potential to be key contributors to mental health 
and wellbeing interventions for adolescents. Research has similarly suggested that 
school counsellors can influence the diffusion and implementation of evidence-based 
interventions in schools (Forman, Fagley, Chu & Walkup, 2012). Research has also 
suggested that school psychologists are the most highly trained mental health 
professionals in the schools (Sheridan & Gutkin, 2000), thereby having the greatest 
potential to bridge the gap currently experienced in dissemination and referral in 
school contexts (Forman et al., 2012). Referrals to mental health services in school-
based programmes have been seen in several school suicide prevention programmes 
(Nadeem et al., 2011; Reis & Cornell, 2008; Rodgers, 2010; Stein et al., 2010; 
Tompkins & Witt, 2009), but have yet to be implemented in school-based mental 
health and wellbeing programmes. Specifically designed to provide immediate 
support to at-risk students, engage the students’ social support network and facilitate 
referral and engagement with treatment and counselling services, the current research 
has attempted to address this oversight. Therefore, the current study results also 
tentatively suggest that school counsellors have the potential to influence and benefit 
mental health and wellbeing programmes in schools, including in the design, 
implementation, assessment and dissemination stages. However, to better explore and 
understand the potential barriers and facilitators to successful implementation of 
school-based interventions, further research is needed. 
The high implementation observed in the current study is also most likely due to the 
single school setting, smaller sample size and the whole-school nature of the 
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intervention programme. In addition, collaboration in the implementation meant that 
any adaptations to the programme, such as timing and content, were guided by the 
school personnel and school environment to specifically fit adolescents’ needs 
(Ingoldsby, 2010). Taking a collaborative approach may have potentially reduced 
families’ (Miller & Rollnick, 2002) and the schools’ ambivalence about the support 
adolescents need. Likewise, mental health literature has suggested that as a result of 
collaboration, higher rates of engagement and retention in programmes could be 
attributed to the benefit of being culturally sensitive (McCabe et al., 1999) and more 
relevant to adolescents (Rones & Hoagwood, 2000). The current findings, therefore, 
partially support the idea that implementation of mental health programmes and their 
retention rates may possibly be increased in secondary schools by employing such a 
collaborative approach. Likewise, the current findings may advocate that adapting 
such a methodology has considerable promise for improving attrition rates, and 
potential impact for those most at need. 
The current programme design is congruent with several other studies that use a 
variety of interactive and active modalities, including games, simulations and small 
group work (Berkowitz & Bier, 2007; Browne, Gafni, Roberts, Byrne & Majumdar, 
2004; Diekstra, 2008; Durlak & Weissberg, 2007). This study is consistent with 
several reviews that found youth programmes using coaching and role playing, and 
employing a set of structured activities, can guide youth towards achievement of 
specific goals (DuBois, Holloway, Valentine & Cooper, 2002; Durlak et al., 2011). 
The current research also highlights the complementary nature of the collaboration 
processes and the need for their simultaneous use through specific activities, which 
many conventional youth programmes lack (Trinidad, 2009). The higher enjoyment 
ratings for the current mental health and wellbeing programme may be due to the 
close alignment of activities to the adolescents’ needs and attributes as a result of 
collaboration with stakeholders. The current study results suggest that there are a 
variety of interactive activities that can be enjoyed, modified and utilised in school-
based programmes. Moreover, while overtly used in many mental health programmes 
(Weare & Nind, 2011), this style needs to be endorsed and continued to be used in 
Australian school-based mental health and wellbeing programmes for adolescent 
males. 
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The ‘dosage’ of the current study programme is consistent with several other school-
based mental health and wellbeing programmes reporting mixed efficacy (Bonhauser 
et al., 2005; Clarke et al., 1993; Ruini, Belaise, Brombin, Caffo & Fava, 2006; Stice, 
Burton, Bearman & Rohde, 2007). In contrast, other school-based research has 
reported greater frequency, duration and dosage of sessions (Barrett & Turner, 2001; 
Horowitz et al., 2007; McArdle et al., 2011; Pattison & Lynd-Stevenson, 2001; Pössel 
et al., 2005; Pössel et al., 2004; Sawyer et al., 2009; Young, Mufson & Gallop, 2010), 
finding equally mixed results. The high dissemination of the planned sessions may 
indicate that collaboration with stakeholders in the design and implementation of the 
mental health and wellbeing programme may enhance acceptability and distribution in 
the school setting. This finding is supported by Powers and Tiffany (2006), who 
suggest collaboration has a crucial role in creating opportunities for effective 
promotion among youth. Further studies also suggest it may allow researchers to more 
effectively use the knowledge gained to guide and create collective change in 
programmes and in research participants themselves (Reason, 2001; Wicks & Reason, 
2009). 
Allotted curriculum time enhanced the collection of outcome data at all three time 
periods. In addition, survey data from all participants in the intervention and control 
schools were collected at similar times, allowing for all intervention and control 
participants to complete all measurements at a similar time, under the supervision and 
instructions of the researchers and teachers. Thus, the data collection process was 
simple, feasible and time appropriate. In addition, the questionnaire had been 
previously pilot tested and administrated to children and adolescents aged 6 to 18 
years in two national school-base studies (O’Dea & Dibley, 2010; O’Dea & Wilson, 
2006), ensuring that these data were also useable. In the current study, the 
implementation rate was relatively high compared to other school-based interventions, 
specifically in contrast to many previous school-based Australian studies (Barrett et 
al., 2006; Cain & Carnellor, 2008). 
Assessment and assurance of intervention fidelity is essential because it strengthens 
the internal validity of study findings (Leff, Hoffman & Gullan, 2009) and the 
intervention in this study had high fidelity. The threat to internal validity associated 
with repeated exposure to serial administration of the study questionnaires was 
 191 
overcome by evaluating participants at different timed intervals to minimise the 
likelihood of response recall. Notably, therefore, a substantial number of school-based 
mental health programmes have not demonstrated a significant long-term effect (e.g., 
Cardemil et al., 2002; Harnett & Dadds, 2004; Sheffield et al., 2006; Spence et al., 
2003) or are often short or non-existent (Klasen & Crombag, 2013). Of those that 
have demonstrated long-term improvements through follow-up (e.g., Collins et al., 
2013; Pattison & Lynd-Stevenson, 2001), they are commonly more comprehensive, of 
longer duration, well-structured and attend to key programme components (Durlak et 
al., 2011). In addition, in comparison to other school-based mental health 
programmes, this study included two follow-ups. This study, therefore, tentatively 
supports and advocates for follow-up in the school setting. Follow-up over multiple 
academic years is also needed to directly examine any latent programmes effects on 
mental health and wellbeing factors and other school outcomes, and whether they 
increase or are temporary or stable (Spilt, Koot & Lier, 2013). 
This section has outlined the importance of evaluation and follow-up within a school 
context in a naturalistic setting. It offered evidence of the importance of supporting at-
risk students, engaging students’ social support network and facilitating referrals to 
counselling services, thus addressing an oversight in past school-based mental health 
literature. The importance of the school counsellor in the design, implementation, 
assessment and dissemination stages were also discussed. The following section gives 
an overview of the strengths and limitations of the current research and raises 
suggestions for future school-based mental health and wellbeing studies. 
9.3 Overview of the Current Research 
It is important to note the strengths and limitations of the current study in order to 
propose any conceptualisations and implications for school-based studies, these are 
described in detail in the following section. Areas for future research are also 
considered. 
9.3.1 Strengths of the study 
A critical aspect of the current programme was the collaborative partnership between 
school personnel and researchers, including: frequent consultations with the school 
staff about the design, implementation and delivery issues of the programme; and 
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close work with school personnel during the mental health programme development, 
ensuring active involvement by counsellors. The study results demonstrate the 
feasibility and acceptability of this approach, particularly regarding the liaison with 
the school counsellor and the referral of at-risk male adolescents. 
The current programme was implemented with a high recruitment (100%), low 
attrition rate (9%) and satisfactory adherence to programme practice. In comparison to 
previous school-based studies (e.g., Cardemil et al., 2002; Merry et al., 2004; Pattison 
& Lynd-Stevenson, 2001; Sheffield et al., 2006; Spence et al., 2003), the current 
study demonstrated high consent rates. In addition, the retention rate in the current 
study is high in comparison with systematic reviews of school-based interventions 
(e.g., Horowitz et al., 2007; Lowry-Webster et al., 2001; Lowry-Webster et al., 2003; 
Quayle et al., 2001). 
9.3.2 Limitations 
General limitations of the study design include: similar location of schools in local 
geographic areas, making generalisations about the findings limited to other localities 
in Australia; lack of individual randomisation; use of a smaller size compatible 
control group; and use of self-report measures. 
9.3.3 Implications 
These findings have implications both for research and practice. First, as explained 
above, it is clear that the role of collaboration in the current programme allowed for 
an increase in student referral for at-risk students, staff and faculty identification and 
intervention with distressed students and possibly greater help-seeking behaviour. 
This is consistent with a recent review by Weist et al. (2012), and is a noteworthy 
dimension of future school mental health programmes. In addition, efforts should 
include the perspectives of other key stakeholders, such as parents and students, who 
have critical perspectives on the school and the specific emotional and mental needs 
of adolescents. 
The second consideration in light of the literature is that when measuring change, time 
is an important factor when addressing mental health and wellbeing programmes for 
adolescents. The current study revealed (as perceived by the study population) that the 
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mental health and wellbeing intervention programme had a significant positive effect 
on students’ self-perception. Specifically, alongside other mental health and wellbeing 
literature, the current study suggests that there is a need to address mental health and 
wellbeing issues that may arise during this transition stage (Adelman & Taylor, 2009; 
Mental Health Foundation, 2001; Weare, 2000, 2010; Weist, 1997) and to supply 
easily accessible, tailored programmes in schools. This clear implication for the 
continual support for mental health and wellbeing programmes among adolescents, 
particularly for males, also has a direct impact on Australian schools and educational 
policies. For example, the upcoming implementation of a national curriculum and the 
potential associated policies. Taking into account the varied and unique emotional 
needs of adolescents and addressing gender-oriented variation will help schools and 
education departments develop positive policies and integrated strategies, tailor 
curriculum development to adolescents’ needs and help schools create a supportive 
environment that enhances adolescents’ mental health and wellbeing. 
Third, the development of a means to ecologically assess and quantify school mental 
health ability to offer support for male adolescents offers the potential for fruitful new 
avenues for research and also provides a useful tool for helping schools better address 
the mental health needs of their students. The current study establishes data that 
describe the characteristics of a mental health and wellbeing programme 
intervention’s impact on the self-perception, body image and worries of adolescent 
males in a school. This research will be of value both for researchers interested in 
additional study in schools, and for practitioners seeking to implement different 
programmes and strategies towards increased support for male adolescents. Improving 
the quality of mental health and wellbeing support for underrepresented groups, such 
as Australian adolescent males, has a direct benefit for policy makers. 
These findings add to the existing body of research that illustrates that a lack of a 
well-developed model for the implementation of planned change intervention is a 
major barrier to increasing the efficacy of a planned change implementation. The 
findings of the current study inform prevention research by supporting the inclusion 
of body image and stress management in universal programmes alongside modules 
focusing on self-perception (McVey et al., 2003; McVey et al., 2007; O’Dea & 
Abraham, 2000). However, the current findings also suggest that implementation of 
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mental health and wellbeing programmes could be specifically designed and tailored 
for male adolescents. 
9.3.4 Recommendations for future study 
Results from this study offered an understanding of the prevalence and nature of 
mental health issues experienced by male adolescents. The study also provided 
additional insights for schools and school administrators to consider in the design of 
programmes to promote the mental health and wellbeing of male students. In light of 
the literature findings and the identified limitations, the following broader 
recommendations for research are made: 
1) The intersection of masculinity, mental health and SES will be an important 
area for future research. Particular efforts may be needed to reach boys from 
lower SES backgrounds (Scholes & Nagel, 2012). 
2) Further research should take into the account the social, geographic, economic 
factors and context of the school. When the mental health and wellbeing 
programmes are based on the needs and desires of the school participants and 
community, it promotes cultural awareness, sensitivity and knowledge. 
Specifically, interventions should identity the key partners in the school 
community for which the interventions are intended in the design, 
implementation and analysis. Further, the lack of evidence of effectiveness of 
the current programme does not imply that there may not be promising 
interventions that have not yet been the focus of rigorous studies. Such 
interventions promoting schools as a vehicle for improving adolescents’ 
mental health and wellbeing still warrants further investigation. 
3) Further research incorporating qualitative data is needed to further understand 
the interplay between schools and mental health programmes and their 
efficiency. Coordination among qualitative and quantitative measures used in 
a mixed method study would enhance our understanding of how variables 
relevant to dissemination and implementation may need to be modified. This 
qualitative research might also cast additional light on how the school 
environment affects students’ mental health and intervention. Further research 
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that focuses specifically on school-based collaboration among this population 
seems warranted. 
4) There are many different models of mental health and wellbeing programmes 
where the goal is to improve adolescents’ mental health and wellbeing. Future 
research should address the findings that were inconsistent with the proposed 
model used in this study. Through modifying and repeating this study with 
other school organisations, the study could be expanded to specific groups to 
evaluate whether the findings from this study can be generalised beyond the 
schools used. Use of Multi-level modelling (MLM) or linear mixed models 
should potentially also be used to test further intervention data analysis. 
This research has explored the impact of a controlled secondary school-based mental 
health and wellbeing programme on the physical self-perception, body image and 
worries/stresses of 11- to 13-year-old males. The previous sections of Chapter 9 have 
outlined the three major contributions to the comparative study of school-based 
mental health and wellbeing programmes in Australia by discussing the findings 
explored in Chapter 5 to Chapter 8. The final section of Chapter 9 builds upon these 
insights by making several concluding remarks. 
9.4 Conclusion 
The current findings identified increases in boys’ self-perception and decreases in 
worries and stress. Also identified was the fact that using a range of strategies that 
employ existing school procedures and staff may enhance the feasibility and 
acceptability of school-based mental health and wellbeing programmes. The 
acceptability insights raised in this study should be used as a foundation for future 
school-based research. 
Both staff and students in this study were proactive in suggesting age and 
developmentally appropriate activities and strategies for the implementation and 
delivery of the programme, which are likely to have contributed to their effectiveness. 
Additionally, therefore, elements that enhanced effectiveness of the current study 
programme included: support for all students, referrals for adolescents at risk of 
developing mental health problems, liaison at all stages with the school staff and the 
integral role of the school counsellor. 
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There is a growing body of empirical evidence indicating that well designed and 
implemented youth mental health and wellbeing programmes in school settings 
positively influence self-perception, body image and worries. The current study 
findings offer some promising results and demonstrate the potential efficacy in a 
secondary school setting for male adolescents. The results of the current study add to 
the school-based mental health field, although the study requires replication to 
strengthen both the internal and external validity of its findings. 
The current mental health and wellbeing intervention, designed in collaboration with 
school administrators, pastoral care coordinators and a school counsellor, may be a 
promising model for school-based mental health and wellbeing programmes for male 
adolescents who may experience mental health problems and who frequently face 
multiple barriers in accessing mental health services. 
Administrators, teaching staff and other key stakeholders should not assume that male 
adolescents have no mental health and wellbeing issues. A close examination of the 
responses to several survey items resulted in several student referrals to the school 
counsellor for potential mental health problems. Not all mental health problems 
require extensive services, however. Some of the emotional distresses that male 
adolescents face may only require interventions such as mental health education 
awareness, periodic support or even access to self-help resources. Acknowledgement 
that these difficulties exist even in male populations may lead towards the 
development of strategies to mitigate the negative impact mental health problems can 
have on males and the potential impact of school-based interventions. 
The current project results reinforce the potential schools have in increasing health 
self-perceptions among adolescent males. Participation in the school-based mental 
health programme was associated with a range of positive outcomes. Its impacts are 
unique in two important ways. First, the current study highlights the need for tailored 
mental health and wellbeing interventions. Findings from this study illustrate the 
differences and similarities among female and male adolescents in terms of body 
image, self-perception and worries and concerns. In addition, results illustrate the 
need to understand that male adolescents represent a special population group with 
unique developmental and emotional requirements. Thus, supporting males through 
adolescence is becoming an important strategy for health promotion. Further study 
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and evidence-based research are required to better understand gender differences 
relating to the mental health and wellbeing of male adolescents, and its impact on the 
implementation and effectiveness of interventions. 
Second, this study has supported the position that schools are a viable and effective 
conduit through which the mental health and wellbeing of male adolescents may be 
addressed. The school system is a valuable resource that has gone relatively untapped 
in regards to its potential in organising comprehensive mental health services 
specifically tailored to male adolescents. The current data, therefore, offer strong 
empirical support to the conclusions that implementation of school-based mental 
health programmes can positively affect male adolescents’ mental health and 
wellbeing. Hopefully, the results of this study will also help future researchers and 
education administrators understand how programmes can be conducted effectively 
using a collaborative whole-school approach to achieve maximum impact. 
This study shows some support for the usefulness of a shared agenda and thus a 
collaborative framework in the design, implementation and evaluation of mental 
health programmes. Future applied research endeavours should continue to test the 
model using longitudinal designs. For the field of school mental health programmes to 
continually progress, it is important to continue research that reflects scholar and 
practitioner contributions in order to integrate best practices with sound theoretical 
models. 
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Appendices 
 
Appendix A: School-based Intervention Programmes 
 
 
 
  
Table A1 
School-based Mental Health and Wellbeing Universal Prevention and Early Intervention Programmes for Young People. 
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
 
Hains (1992) 
 
Cognitive-behavioral intervention 
and Anxiety management training 
 
9X 40min group sessions 
 
Delivered by Grad student and 
researcher 
 
Content: identify and monitor 
stress-promoting cognitions, 
restructure these cognitions, anxiety 
training, relaxation 
 
 
Adolescent 
boys 
(15-16years, 
N=25) 
 
n=16 (AMT) 
n=17 (CBT) 
 
Majority white 
 
Randomly assigned to 
the cognitive 
intervention group (9 
youths), anxiety 
management training 
group (8 youths), 
control group (8 
youths) 
 
30 
approached, 
25 consented 
 
11wk follow-
up for 
intervention 
group 
 
 
 
Both groups showed significant 
reductions in levels of state and trait 
anxiety (RADS= 1.14) and depression 
(RADS=0.93) 
 
No significant differences were obtained 
with the comparisons between the two 
intervention groups 
 
Follow-up= intervention treatment 
maintained. No follow up obtained for 
youths in control group 
 
Clarke, 
Hawkins, 
Murphy, and 
Sheeber 
(1993)  
 
Study 1 
 
Group size not reported. 
 
3 X 50 minutes, consecutive classes 
 
Delivered by teachers.(2hrs of 
training)  
 
Psycho-education (information on 
symptoms, causes, treatment of 
depression) and pleasant event 
scheduling 
 
 
Grades 9 & 10 
2 high schools 
(25 classes) 
 
N=513 
 
90% white 
 
Random assignment 
by class to intervention 
or usual health class 
(control) 
Intervention (N=361) 
Usual health class 
(control) (N=261) 
 
All students 
in 25 health 
classes 
approached 
(N=622). 
91% 
consented 
to 
assessment 
 
12-week 
follow-up: 
9.5% 
 
CES-D Post-test Intervention=Control 
(Girls d=-0.09; Boys d=0.19) 3-month 
follow-up Intervention=Control (Girls 
d= -0.04; Boys d= -0.06) Initially high-
symptom boys Post-test: Intervention > 
Control 3-month follow-up: 
Intervention=control 
No effects for high-symptom girls  
No significant effects for depressive 
symptoms (CES-D) compared with as 
assessment-only control group 
  
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
       
Clarke et al. 
(1993)  
 
Study 2 
Group size not reported. 
 
5 X 50 minutes, consecutive classes 
 
Delivered by teachers. (2hrs of 
training) 
 
Psycho-education + behavioural 
skills training including pleasant 
events scheduling 
Grades 9 & 10 
2 high schools 
(14 classes) 
 
N=380 
Random assignment 
by class to intervention 
or usual health class 
(control). 
Intervention (N=190) 
Usual health class 
(control) (N=190) 
Independent 
observation of teacher 
programme 
compliance (M= 86%) 
 
All students 
in 14 
health 
classes 
(N=380) 
12-week 
follow-up: 
21.1% 
Dropouts had 
significantly 
higher initial 
CES-D scores 
CES-D Post-test Intervention=Control 
(Girls d= -0.01; Boys d= 0.06) 
3-month follow-up Intervention=Control 
(Girls d= -0.07; Boys d= -0.27) 
No difference in results for high- and 
low-symptom students 
 
No significant effects for depressive 
symptoms (CES-D) compared with as 
assessment-only control group 
 
Hains and 
Ellmann 
(1994) 
 
Stress inoculation training 
intervention (SIT- form of CBT) 
 
13 X 50min sessions 
 
Delivered by Grad students and 
mental health professional 
 
Content: cognitive coping skills and 
relaxation skills to reduce the 
incidence of negative emotional 
arousal 
 
 
Adolescent 
(NR*) 
Grades 9-12 
Suburban high 
school 
 
N=21 (year 9= 
2, year 10= 5, 
year 11= 5, 
year 12=9) 
Majority white 
(one Asian 
American, one 
Hispanic) 
 
 
Randomly assigned to 
intervention (N= 11) 
and waiting-list 
control group (N=10) 
 
25-30 
attended 
meeting 
21 returned 
consent 
forms 
 
2 months 
follow up 
(attrition rate 
not reported) 
 
NOTE: no 
true-follow up 
as youths 
received 
training post-
assessment 
 
Minor reductions on anxiety, depression, 
and anger self-report scales were noted 
after training, especially in youths who 
were classified as being high in 
emotional arousal, gains were 
maintained at follow-up 
 
No significant effects for depressive 
symptoms (RADS) at post-test 
compared with assessment-only control 
group 
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Consent rate 
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Recruitment 
Attrition rates Results for primary measure 
 
Petersen, 
Leffert, 
Graham, 
Alwin, and 
Ding (1997) 
 
 
Penn State Adolescent Study 
(PSAS) 
Delivered by clinical psychologists 
and grad students 
Group format 16 X 40min sessions 
Psycho-educational and problem-
solving intervention 
Cognitive: adaptive, emotional, 
cognitive, and behavioral responses 
to stressors or challenges 
 
 
Adolescent 
(Year 6- Year 
9, aged 11-
14yrs) 
 
N= 335 
 
 
Randomly assigned to 
control groups 
(n=151) and 
intervention (n=184) 
 
Pre- 
intervention- 
95.5% 
Post test- 
91.3% 
 
6month 
follow-up- 
79.4% 
 
12month 
follow-up- 
81.5% 
 
 
Significant effects for depressive 
symptoms (DISC) at posttest compared 
with assessment-only control group 
 
Barrett and 
Turner 
(2001) 
 
CBT intervention: FRIENDS 
programme (F = feeling worried; R 
= relax and feel good; I = inner 
helpful thoughts; E = explore plans; 
N=nice work, reward yourself; D = 
don’t forget to practice; and S = 
stay calm for life!) 
 
10X sessions and 2 booster sessions 
Delivered by mental health 
professional and teachers (as part of 
standard classroom curriculum) 
Content: emotional resilience, 
coping skills, and problem solving 
abilities 
Grade 6 (10-
12 years) 
10 schools 
N=489  
 
Students 
predominately 
white 
 
Parents invited 
(4 X sessions- 
psycho 
educational 
and parenting 
strategies) 
 
 
Assigned to (a) 
psychologist-led 
intervention (n=188), 
(b) teacher-led 
intervention (n=263), 
or (c) standard 
curriculum (control 
condition) (n=137) 
Consent: 
P-led 
intervention= 
87.4%, 
Teacher led- 
99.2%, 
control= 
74.3% 
 
 
Post 
intervention-  
P-led 80.85% 
(n=152), 
 
Teacher led- 
96.20% 
(n=253), 
Control 
61.31%(n=84) 
No differences in post-intervention 
outcomes for depression for students 
who received the intervention led by 
teachers and students who received the 
intervention led by psychologists  
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Pattison and 
Lynd-
Stevenson 
(2001) 
Penn Prevention Programme (PPP) 
Group format (16 per group) 
 
10 X 2 hr, weekly sessions + 1 X 
review session 
 
Delivered by mental health 
professionals trained by PPP staff 
 
Content: 2 formats PPP – cognitive 
then social components, Reverse 
PPP – social then cognitive 
components Attention Control: 
environmental project 
 
 
Grades 5 & 6 
1 rural 
elementary 
school 
 (9-12yrs) 
 
N=66 
Students randomly 
assigned to conditions  
Regular PPP (N=16) 
Reverse PPP (N=16) 
Attention placebo 
(N=16) 
No-intervention 
control group (N=18) 
– not randomly 
assigned 
150 eligible 
students 
74 provided 
consent 
Consent rate: 
49% 
66 students 
had final 
consent: 44% 
Post-test: 3% 
8-month 
follow-up: 
18.2% 
CDI Post-test Regular PPP = 
Control (d= 0.05)  
Regular PPP = Placebo (d= -0.13) 
8-month follow-up  
Regular PPP = Control (d= 0.41)  
Regular PPP = Placebo (d= 0.25) 
 
No significant effects for depressive 
symptoms (CDI) at post-test or 6month 
follow-up compared with active control 
and assessment-only control groups 
 
Quayle, 
Dziurawiec, 
Roberts, 
Kane, and 
Ebsworthy 
(2001) 
Optimism and Life Skills 
Programme – Modification of PPP 
 
Group format (12 per group) 
8·X 80-min sessions 
 
Delivered by graduate students in 
psychology 
 
Cognitive challenging, social 
problem solving, social skills, 
assertiveness 
 
Grade 7 Girls 
(11-12yrs) 
 
1 high 
socioeconomic 
status school 
 
N=47 
Random assignment to 
conditions 
Intervention (N=24) 
Control group – usual 
education (N=23) 
Attendance rate: 3.43 
(49% of total 
programme 
 
70 eligible 
47 gave 
consent 
(67%) 
Post-test: 
10.6% 
6-month 
follow-up: 
43% controls 
17% 
Intervention 
CDI Post-test Intervention = 
Control (d= -0.43) 
6-month follow-up Intervention > 
Control 
(d= 0.78) 
 
Significant effects for depressive 
symptoms (CDI) at 6 month follow-up, 
but not at post-test compared with 
assessment-only control group 
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Lowry-
Webster, 
Barrett, and 
Dadds 
(2001); 
Lowry-
Webster, 
Barrett, and 
Lock (2003) 
CBT- based intervention 
(FRIENDS) 
10 X 70min sessions + 2 booster 
 
Delivered by psychology graduate 
students and teachers (6hrs 
training) 
 
Content: emotional resilience, 
coping skills, and problem solving 
abilities 
Adolescent  
 
Grades 5-7 
(ages 10-13)  
 
N=594 
 
Parent 
component (3 
X session) 
Allocated intervention 
(n=432) or control 
condition (n=162) 
(school-by-school 
basis) 
Consent 
rate= 97.2% 
 
 
 
12 month = 
21% (n=56) 
 
Parents 
component 
(intervention 
group = 62.7% 
at post-test, 
58.1% at 12-
month follow-
up, and control 
group = 20.3% 
at post-test, 
19.8% at 12-
month follow-
up) 
 
Universally no significant effects at 
post-intervention for self-reported 
depression. 
 
Significant reduction in depression 
(CDI) found for the intervention group 
with students who were clinically 
anxious at pre-intervention 
 
Significant effects for depressive 
symptoms at 1year follow-up compared 
with as assessment only control group 
(85% intervention group who were 
scoring above the clinical cut-off for 
anxiety and depression were diagnosis 
free in the intervention condition, 
compared to only 31.2% in the control 
group) 
 
 
Lock and 
Barrett 
(2003) 
CBT- based intervention 
(FRIENDS) 
10 X 70min sessions + 2 booster 
 
Delivered by psychology graduate 
students and teachers (6hrs 
training) 
Content: emotional resilience, 
coping skills, and problem solving 
abilities 
 
Grade 6 (n= 
336; aged 9-10 
years) and 
Grade 9 
(n=401; aged 
14-16 years) 
 
Seven schools 
N=737  
Schools randomly 
assigned to 
intervention condition 
(FRIENDS) (n=442) 
or control condition 
(standard curriculum) 
(n=295) 
N=977 (aged 
9-16) 
 
Grade 6: 
78.1% 
consented 
Grade 9: 
76.9% 
consented 
Post test 
follow up= 
86.22% 
(n=632) 
 
12 month 
study= 87.04% 
(n=638) 
Post test- intervention= control, no 
significant reductions in depression 
reported 
 
12-month follow-up: Significant 
reductions in depression (greater in 
sample of year 6 youths) 
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Harnett and 
Dadds 
(2004) 
Resourceful Adolescent 
Programme (RAP) 
Small group format (8–14 students 
per group) 
11 X 40–50 min, weekly sessions 
Mainly delivered by teachers 
(6hrs training) 
Part of school curriculum 
Content: (see Shochet et al., 2001 
above) 
 
Grade 9 Girls 
(12-16 yrs) 
N= 212 
 
Two schools 
(Excluded if 
receiving 
mental health 
treatment) 
 
Majority 
middle to high 
SES, Anglo-
Saxon origin 
with small 
Asian and 
Polynesian 
descent 
 
Schools assigned to 
RAP or No-
intervention 
Control (Not random) 
Universal Intervention 
RAP (N=96) 
No Intervention 
(N=116) 
All Grade 9 
students 
approached. 
99% 
participation 
rate 
Post-test: 
Control 2.9% 
Intervention 
1.1% 
1-yr follow-
up: 
Control 16.4% 
Intervention 
10.9% 
3-yr follow-
up: 
Control 19.0% 
Intervention 
17.4% 
RADS Post-test Intervention 
vs. Control (d= 0.02) 
1-yr follow-up Intervention vs. 
Control (d= 0.01) 
3-yr follow-up Intervention vs. 
Control (d=0.07) 
 
No evidence was found for the 
effectiveness of intervention in this 
sample 
 
Shochet and 
Ham (2004) 
 
Resourceful Adolescent 
Programmes for adolescents 
(CBT and IPT) 
11 X 40-50min sessions  
Delivered by teachers 
Content: stress management, 
problem-solving and cognitive 
restructuring 
 
 
Year 8students  
Adolescent 
(13–14 years) 
 
N=2664 
 
Classes randomly 
allocated RAP-A or 
RAP-F  
 
NR* 
 
NR* 
 
Intervention was associated with lower 
levels of depressive symptoms at post-
intervention and 12-month follow-up 
than a control condition. 
 
NOTE- No statistical analyses reported 
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Pössel, Baldus, 
Horn, Groen, 
and 
Hautzinger 
(2005); Pössel, 
Horn, Groen, 
and 
Hautzinger 
(2004) 
LISA-T- based on cognitive-
behavioral therapy 
 
10 X 1.5hrs weekly sessions  
Single-sex groups of 8–24 
students  
 
Delivered by psychologists or 
experienced mental health 
professional plus co-trainer 
 
Content: Cognitive restructuring, 
assertiveness and social 
competence training 
 
Grade 8 
adolescents 
(N=324) 
 
6 schools- 12 
classes 
 
 
School classes 
randomly assigned to 
conditions  
7 intervention classes 
(N=200)  
5 control classes 
(N=147) 
98.5% 
consent rate 
 
93.37% final 
recruitment 
 
3month 
follow-up = 
82.4% 
(n=286) 
 
6 month = 
80.4% 
(n=279) 
Adolescents with subsyndromal 
depression in the training group reported 
fewer symptoms 52.0% to 31.2%) 
compared to depressive symptoms 
within the control group (did not 
change) (50.4% versus 51.4%). 
 
Depressive symptoms were considerably 
reduced in the training group (pre-
measurement, 33.85; 6-month follow-
up, 23.60), this change did not reach 
statistical significance 
 
No significant effects for depressive 
symptoms (CDS-D) at post-test, 
3month, or 6month follow up compared 
with assessment-only control group 
 
Participants in the prevention 
programme remained on a low level of 
depressive symptoms, control group 
showed increasing depressive symptoms  
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Barrett, 
Lock, and 
Farrell 
(2005) 
Cognitive-behavioural intervention: 
FRIENDS programme 
 
Group format (20-30 students per 
group) 
 
10 X 45-60min sessions + 2 booster 
sessions 
 
Delivered by graduate psychology 
students and researcher 
Family skills component- 2hr 
parent workshops (10 parents per 
school) 
 
Adolescents 
Grade 6, 
ranged 
between 9 and 
10 years old 
(n=293), and 
Grade 9, 
ranged 
between 14-16 
years (n= 399) 
 
Seven schools 
(diverse SES) 
 
Majority white 
 
Randomly assigned to 
cognitive-behavioural 
intervention (n=423) 
or to a monitoring 
group (n=269) 
Consent rate- 
80.5% (grade 
six), 78.3% 
(grade 9) 
 
N=692 
 
Post 
assessment-  
76.9% 
 
12month 
follow-up- 
78.3% 
 
No significant effects for depressive 
symptoms at post-test, or 12 month 
follow up compared with assessment-
only control group 
 
Children in grade 6 in the moderate-and 
high-risk intervention group experienced 
greater reductions in depression 
compared with children in the grade 9 
group (M=7.60, SD= 7.55; M=9.80, 
SD= 8.12 respectively), results were 
maintained over 12month follow-up 
(M=6.30, SD= 6.52; M=8.29, SD=7.01)  
 
Bonhauser et 
al. (2005) 
 
Physical activity/ mental health 
intervention 
 
4 X 30 sessions (90min) (each unit 
over 10weeks- running for 1 year) 
 
Delivered by teacher 
 
Content: sports practice, dynamic 
large muscle movements 
 
 
Year 9 (15-16 
yrs) 
N= 198 
 
Low SES 
 
Randomly selected as 
the intervention groups 
(n=98), or as controls 
(n=100) 
 
Participation 
and 
compliance 
with the 
programme 
>80%. 
 
Post 
intervention 
92.4% 
(n=183) 
 
Self-esteem score increased 2.3% in the 
intervention group and decreased 0.1% 
in the control group after the end of the 
programme (p < 0.001) 
 
No significant change was observed in 
the depressive score between the groups 
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Barrett, 
Farrell, 
Ollendick, 
and Dadds 
(2006) 
 
(12month 
follow-up to 
Lock and 
Barrett 
(2003) study) 
FRIENDS: CBT intervention 
designed to prevent child anxiety 
 
10 X 70min sessions and 2 booster 
sessions 
 
Delivered by mental health 
professionals 
 
Content: coping and problem 
solving skills 
 
Adolescent (9–
16 years)  
 
N=699 
Randomly assigned to 
intervention (n=379- 
54% female) or control 
group (n=290, 28% 
female) 
Consent= 
79.36% 
(grade 6), 
77.62% 
(grade 9) 
 
12 month 
follow-up: 
consent rate= 
90.77% 
24 month 
follow up 
(from first 
study)- 94.8% 
 
 
No significant effects for depressive 
symptoms (CDI) compared with an 
assessment-only control group 
Chaplin et al. 
(2006) 
Penn Resiliency Programme 
 
Efficacy trial of a girls-only and co-
ed version of a universal CBT and 
social and problem-solving 
intervention 
 
90min X12 sessions 
Group format (9-14 students) 
 
Delivered by school personnel 
(teachers, guidance councilors) or 
research assistants 
Content- assertiveness, decision 
making and coping with conflict  
 
Adolescents 
(Grade 6-8, 
aged 11-
14years) 
 
N=208 
 
Majority white 
(88.7%) 
 
High medium-
high SES 
 
Randomly assigned to 
all-girls intervention 
group (n= 35), co-ed 
intervention group (n= 
68) or control group 
(n=105) 
Recruitment 
sent to 1500 
students 
 
Consent 
rate= 18.2%  
 
N=273 
Post 
intervention= 
88.9% 
 
12 month 
follow-up= 
31.3% (due to 
change in 
administration
) 
Significant effects for depressive 
symptoms (CDI) compared with as 
assessment-only control group for both 
girls-only or co-ed groups 
 
Effects were not maintained in small 
12month follow-up 
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Rooney et al. 
(2006) 
Positive Thinking Programme 
(CBT programme) 
 
Delivered by psychologists  
 
8 X 60 min sessions 
 
Content- optimistic thinking styles, 
emotional regulation and social 
competence 
 
Children 
(Years 4 & 5, 
aged 8-9 
years) 
 
(n=120) 
 
Low SES 
Primary schools 
randomly assigned for 
intervention 
programme (n=72) or 
control condition 
(regular health 
education curriculum) 
(n=48) 
Consent 
rate= NR* 
(N= 136) 
 
Post test= 
88.2% 
(n=120) 
 
9 month 
follow-up = 
86% (n=117) 
 
18 month 
follow-up= 
72% (n=98) 
Post-intervention: 
Intervention associated with reductions 
in depressive symptoms and more 
positive attributions 
 
Intervention group demonstrated lower 
prevalence of depressive disorders at 
posttest with significantly fewer 
intervention students developing a new 
depressive disorder at 9month follow-up 
 
Effects not maintained over time - No 
significant differences in students 
reducing the prevalence of depressive 
disorders between the two groups at the 
9-month or 18-month follow up  
 
Ruini, 
Belaise, 
Brombin, 
Caffo, and 
Fava (2006) 
CBT programme and Well-being 
therapy (WBT)  
 
4 X 2hr sessions 
Group format 
 
Delivered by clinical psychologists 
(MHP) 
Content: psychological distress and 
promotion of well-being 
 
Adolescents 
(M= 13.13 
years) 
 
(N=111) 
 
Italy 
Students randomly 
assigned to: (a) CBT 
programme (n=54), 
(b) Well-being therapy 
(WBT) (n=57) 
Consent rate- 
100% 
(N=111) 
Post test: 
CBT = 85.2% 
(n=46) 
WBT= 98.2% 
(n=56) 
Post test- 
CBT associated with significant 
improvement in depression (p=.021) 
 
WBT no significant differences in 
depression symptoms/ disorders  
  
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
       
Sheffield et 
al. (2006) 
Problem Solving for Life (PSFL)- 
universal and indicated 
 
Whole class basis (25–35 students) 
8 X 45–50 min, weekly sessions 
(Part of school curriculum) 
 
Delivered by teachers (6 hours’ 
training) 
 
Content: Cognitive restructuring 
and life-problem-solving skills 
training [both universal and 
selective subsamples] 
Grade 9 (13-
15yrs) 
 
N=2479  
(54% female) 
Matched school pairs 
randomly assigned to 
conditions 
Universal Intervention 
(N=634) 
Universal and 
indicated intervention 
(n=636) 
Indicated (n=722) 
No Intervention 
(N=614)  
 
 
36 schools 
approached  
 
Consent 
rate= 94.4% 
(34 schools) 
 
Consent rate 
for 
evaluation: 
50% 
12 month 
follow- up: 
 
High symptom 
students 85% 
(n=442) 
 
Total 
population- 
85.23% 
 
No significant effects for depressive 
symptoms (CES-D, CDI) at post-test, 3-
month, or 1 year follow-up in either 
universal or selective subsamples 
 
Students with elevated symptoms of 
depression at baseline showed a gradual 
reduction in depressive symptoms over 
time, irrespective of intervention.  
 
For the full sample, both conditions 
showed a small but significant decrease 
in depression scores over time 
 
Horowitz, 
Garber, 
Ciesla, 
Young, and 
Mufson 
(2007) 
 
CBT intervention and interpersonal 
therapy intervention (IPT-AST) 
 
Small group format (8-15 per 
group) 
8 X 90min, weekly sessions 
Delivered by graduate psychology 
students  
 
Content: interpersonal 
relationships, emotional regulation, 
problem solving 
 
 
Adolescent 
(14–15 years) 
 
N=380 
 
Majority white 
79% 
 
Randomly assigned to 
CBT (N=112), IPT-
AST (n=99) 
interventions and 
control (n=169) 
 
Consent rate 
63% (N= 
600)  
 
Parent 
consent not 
obtained= 
excluded 
(N=220) 
 
 
Post test 
CBT 96.43% 
IPT-AST 
98.99% 
Control 100% 
6th month 
follow-up 
CBT 78.57% 
IPT-AST 
84.85% 
Control 
84.02% 
 
Significant effects for depressive 
symptoms (CES-D) for both 
interventions (CBT d=0.37 and IPT-
AST d=0.26) compared with as 
assessment-only control group at post-
test, no effects at 6-month follow up 
 
Differences control and intervention 
groups = largest for adolescents with 
high levels of depressive symptoms at 
baseline CBT (d =0.89) and IPT–AST 
(d= 0.84) 
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Pössel, 
Seemann, 
and 
Hautzinger 
(2008) 
Cognitive-behavioral prevention 
programme (LARS&LISA) 
 
10 sessions X 1.5hrs weekly 
sessions  
 
Delivered in small group format  
Delivered by psychologists or 
experienced mental health 
professional plus co-trainer 
 
Content: Cognitive restructuring, 
assertiveness and social 
competence training 
Grade 8 
adolescents 
(aged, 13–14 
years)  
 
(N=301)  
 
Germany 
Randomly divided into 
an intervention group 
(n=163) and a 
nonintervention 
control group (n=138) 
Four out of 6 
schools gave 
consent for 
research 
 
100% 
consent 
given by 
parents 
Throughout 
study 
(including 
6month 
follow-up)= 
90% 
Prevention programme showed positive 
effects on depressive symptoms 
independent of comorbid symptoms. 
 
Adolescents with less severe depressive 
symptoms at baseline who participated 
in LARS& LISA, no increase in the 
severity of self-reported depressive 
symptoms from baseline to post-
intervention could be observed 
 
Depressive symptoms increased 
significantly less in the intervention 
group then in the control group 
 
Sawyer et al. 
(2009) 
 
Comprehensive classroom 
curriculum programme 
 
10 X 40-45min, weekly sessions 
 
Delivered by teachers and school 
administration within class groups 
 
Content: improve problem solving, 
social skills, resilient thinking style, 
and coping strategies 
 
Grade 8 
adolescents 
(mean age= 
13.1 years) 
 
N= 5634  
(47% male) 
 
Twenty-five pairs of 
secondary schools 
matched on SES 
 
Randomly assigned to 
wither an intervention 
(n=4421) or 
comparison group 
(n=4452) 
 
Consent rate- 
69% (n= 
3037) 
intervention 
group, 58% 
(n= 2597) 
comparison 
schools 
 
12 month 
follow up= 
90% 
 
24 month 
follow up= 
80% 
 
No significant effects for depressive 
symptoms (CES-D) at post-test 
compared with assessment- only control 
group 
* Not Reported 
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Shochet et 
al. (2001) 
 
Resourceful Adolescent Programme 
(RAP) 
 
Small group format (8–12 students 
per group) 
 
11 ·X 40–50 min, weekly sessions 
 
Delivered by psychologists & 
graduate students (25 hours training) 
 
Content derived from CBT & IPT: 
Identify personal strengths, cognitive 
restructuring, relaxation, problem 
solving, support networks, & 
interpersonal skills 
 
 
Grade 9 
 
Two cohorts 
enrolled at one 
school in 
successive 
years 
 
Excluded from 
analyses if 
clinically 
depressed at 
pre-test 
 
N=228 
 
Allocation to conditions 
by cohort – not 
simultaneous 
 
Control: Latter half of 
1996 Grade 9 cohort 
Assessment-only 
control (N=118) 
 
Intervention: First half 
of 1997 Grade 9 cohort 
(n=122) 
 
Two intervention 
conditions: RAP-A 
(students only) & RAP-
F (student + parent 
sessions) 
 
295 students 
approached 
 
260 provided 
consent 
(88.1%) 
 
Post-test:  
9% controls 
3% 
intervention 
 
10-month 
follow up:  
24% control  
16% 
intervention 
 
CDI Post-test 
Intervention > Control 
(d= 0.47) 
10-month follow up Intervention > 
Control (d=0.34) 
RADS Post-test 
Intervention=Control 
(d= -0.02) 
10-month follow up 
Intervention=Control 
(d= -0.06) 
 
Significant effects for depressive 
symptoms (CDI) for both versions of the 
intervention compared with assessment-
only control group at post-test, and 
significant effects for the child-only 
version at 1-year follow-up compared with 
the assessment-only control group 
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Spence, 
Sheffield, 
and 
Donovan 
(2003); 
Spence, 
Sheffield, 
and 
Donovan 
(2005) 
 
Problem Solving For Life 
Programme (PSFL) CBT 
 
Whole class basis (25–35 students)  
 
8·X 45–50-minute, weekly sessions 
 
Delivered by teachers (6 hours’ 
training)- part of school curriculum  
 
Content: Cognitive restructuring and 
life- problem-solving skills 
training 
 
Grade 8  
(12-14yrs) 
 
16 schools 
 
Excluded from 
analyses if 
clinically 
depressed at 
pre-test 
 
N=1500 
 
Matched school pairs 
randomly assigned to 
conditions: 
 Intervention (N=751) 
 No-intervention 
control (n= 749) 
 
All Grade 8 
students 
approached  
 
1500 
provided 
consent 
(66%) 
 
Post-test: 
15.3% 
 
1-yr follow-up: 
28.9% 
 
4-yr follow-up: 
39.4% (41.3% 
intervention; 
37.5% No 
Intervention) 
 
BDI Post-test High-symptom group 
Intervention > Control (d= 0.36) Low-
symptom group Intervention > Control 
(d= 0.32) 
1-yr follow-up High-symptom group 
Intervention=Control (d= 0.06)  
Low-symptom group  
Intervention=Control (d= 0.02) 
4-yr follow-up High-symptom group 
Intervention=Control (d= 0.03)  
Full sample Intervention=Control 
(d=0.05) 
Cumulative incidence of MDD for high-
symptom group:  
PSFL (9.9%) = Control (8.4%) 
at 1-yr follow-up; PSFL (25.17%) = 
Control (24.46%) at 4-yr follow-up; 
 
No significant effects for depressive 
symptoms (BDI) at 1- or 4- year follow-
ups, compared with assessment-only 
control groups 
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reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
 
Merry, 
McDowell, 
Wild, Bir, 
and 
Cunliffe 
(2004) 
 
Resourceful Adolescent Programme – 
Kiwi (Adapted; see Shochet et al., 
2001 above) CBT & IPT 
 
Small group format (8–15 students per 
group) 
 
11 ·X 40–50-min (Twice-weekly 
sessions for Grade 9, weekly for Grade 
10) 
 
Delivered by teachers (2.5-day 
training) 
 
Content (See Shochet et al., 2001 
above) 
 
Placebo – tasks and discussion relating 
to problem solving, body language, 
helping others, fun activities 
 
Grades 9 and 
10 (13-15yrs) 
 
Excluded from 
analyses if 
clinically 
depressed at 
pre-test 
 
N=392 
 
Two schools  
 
Students randomly 
assigned to conditions: 
RAP-Kiwi (N=192) 
Placebo (N=172) 
 
Consent Rate 
72% 
 
Post-test: 
Intervention: 
7.8% 
Placebo: 
10.5%6-month 
Intervention: 
7.3% 
Placebo: 9.9% 
12-month 
Intervention: 
20.3% 
Placebo: 17.4% 
18-month 
follow-up: 
Intervention: 
29.2% 
Placebo: 10.5% 
 
BDI-II Post-test Intervention 
vs. Placebo (d=0.04) 
6-month follow-up Intervention  
vs. Placebo (d= -0.21) 
12-month follow-up Intervention 
vs. Placebo (d= -0.01) 
18-month follow-up Intervention 
vs. Placebo (d= -0.20) 
RADS Post-test Intervention 
vs. Placebo (d=0.02) 
6-month follow-up Intervention 
vs. Placebo (d= -0.12) 
12-month follow-up Intervention 
vs. Placebo (d=0.07) 
18-month follow-up Intervention 
vs. Placebo (d=0.05) 
 
Significant effects for depressive 
symptoms (RADS) at post-test but not at 
18 month follow-up compared with 
attention control group 
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Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
 
Gillham et 
al. (2007) 
 
Penn Resiliency Programme (PRP) and 
Penn Enhancement Programme (PEP)- 
CBT 
 
12 X 90min sessions 
 
Small group format (6-14students)  
Delivered by grad students, teachers 
and school counselors (30hr training) 
 
Content- social problem solving skills, 
cognitive restructuring skills, coping 
strategies, assertiveness and relaxation 
 
 
Adolescents 
(11-14yrs) 
 
Grade 6 
(n=268), Grade 
7 (n=237) and 
Grade 8 
(n=191) 
 
N=697 
 
Majority 
Caucasian 
(74.9%) 
 
Randomly assigned to 
PRP (n=232), PEP 
(n=231), and no 
intervention control 
(n=232) 
 
4000 
adolescents 
approached 
 
Received 
consent 
(n=718) 
 
Received 
consent and 
fulfilled 
criteria 
(n=697) 
 
Post-
intervention 
91.4% (n=637) 
 
3yr follow-up 
43.5% (n=303) 
 
PRP prevented the onset of elevated 
symptoms and tended to prevent clinical 
levels of symptoms relative to no 
intervention control  
 
PRP significantly reduced depressive 
symptoms (CDI) over the follow-up period 
relative to no intervention control (except 
school C)- effects seen throughout follow-up 
 
PEP did not significantly reduce depressive 
symptoms relative to no intervention control 
but tended to prevent elevated symptoms 
relative to no intervention control 
 
 
  
Table A3 
School-based Mental Health and Wellbeing Universal Prevention and Early Intervention Programmes for Young People (Ethnicity/ Low Income). 
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
 
Cardemil, 
Reivich, and 
Seligman 
(2002)  
 
Study 1 
 
Penn Resiliency Programme (same as 
Penn Prevention Programme outlined 
above) modified for Latino youth 
 
Small group format (10 per group)  
 
12 X 90 min, weekly sessions 
 
Delivered by graduate psychology 
students (20 hours training) and 
researcher 
 
Content: cognitive and social problem-
solving skills 
 
Grades 5 & 6 (1 
school, low 
SES) 
 
Latino, urban 
area 
 
N=48 
 
Analyses restricted to 49 
Latino children 
 
Students randomly 
assigned to conditions 
Intervention (N=23) 
Control (N=26) 
 
Consent rate 
information 
not provided  
 
65 children 
gave consent 
 
6-month follow-
up: 
Intervention: 
12%  
Control group: 
19% 
 
CDI Post-test initially high symptom: 
Intervention > Control (d= 1.27) Initially 
low symptom: Intervention >Control (d= 
1.03) 
 
6-month follow-up Initially high 
symptom:  
Intervention > Control (d= 1.27)  
Initially low symptom: 
Intervention > Control (d=0.93) 
 
Intervention group reported fewer depressive 
symptoms, fewer negative automatic 
thoughts and higher self-esteem than the 
randomly assigned controls 
 
Cardemil et 
al. (2002)  
 
Study 2 
 
Penn Resiliency Programme modified 
for African-American youth 
Small group format (10 per group) 
12 X 90 min, weekly sessions 
 
Delivered by graduate psychology 
students (20 hours training) and 
researcher 
Content: cognitive and social problem-
solving skills 
 
 
 
 
Grades 5 & 6 
(1 school, low 
SES) 
 
African-
American, urban 
area 
 
N=103 
 
Analyses restricted to 
African-American 
children  
 
Students randomly 
assigned to conditions 
Intervention (N=47) 
Control (N=56) 
 
 
819 students 
approached 
106 children 
gave consent 
(13%) 
 
 
6-month follow-
up: 
Intervention: 
13%, 
Control: 26% 
 
DI Post-test Overall sample 
Intervention=Control (d=0.16)  
 
6-month follow-up 
Intervention=Control* 
No significant benefits for high- or low-
symptom children* 
 
* Mean and SD values not reported 
 
  
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
 
Cardemil, 
Reivich, 
Beevers, 
Seligman, 
and James 
(2007) 
 
(Two-year 
follow-up to 
Cardemil et 
al. (2002)) 
 
 
CBT intervention 
Penn Resiliency Programme (modified) 
 
Small group format (10 per group) 
 
12 X 90 min, weekly sessions 
 
Delivered by graduate psychology 
students (20 hours training) and 
researcher 
 
Content: cognitive and social problem-
solving skills 
 
 
Adolescents 
(mean age 11.12 
years) 
 
N=168 
 
Randomly assigned to 
either the PEP (n=75) or 
the no-intervention 
control (n=93) 
 
Consent % 
NR* (N=173) 
 
Limited 
sample 
(97.1%) to 
students who 
self-identified 
as Latino (n= 
53) or African 
American 
(n=115) 
 
 
 
24 month 
follow-up 70% 
(n=117) 
 
Latino sample 
Significant effects for depressive symptoms 
(CDI) compared with an assessment-only 
control group for students who were initially 
symptomatic, results maintained over two 
year follow-up 
 
No differences in students who were 
originally non-systematic at pre-test for 
intervention and control groups 
 
African American sample 
Post-test Overall sample 
Intervention=Control  
 
6-month follow-up 
Intervention=Control 
No significant benefits for high- or low-
symptom children 
 
* Not Reported 
 
  
Table A4 
School-based Mental Health and Wellbeing Indicated Prevention and Early Intervention Programmes for Young People. 
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
       
Clarke et al. 
(1995) 
Coping with Stress Course – adapted 
from Coping with Depression Course 
(Clarke, Lewinsohn, & Hops, 1990) 
(CT) 
 
15 X 45min sessions 
 
Delivered in small-group format (6-10 
students per group) 
Delivered by mental health 
professionals 
 
Content: cognitive techniques to 
identify and challenge negative or 
irrational thoughts 
 
 
Grades 9 & 10 
(mean age 
15.3yrs) 
 
N=150 (70% 
female) 
 
92.5% non-
Hispanic white 
Centre for Epidemiologic 
Studies-Depression Scale 
(CES-D) administered to 
1,652 student, students 
with elevated CES-D 
scores were interviewed. 
Remaining 150 
consenting students 
thought to be at risk for 
future depression and 
randomized to either a 
intervention group 
(n=76) or “usual care” 
control condition (n=74) 
170 students 
approached 
 
150 students 
consented 
(87.2%) 
Post test: 
83.3% 
(n=125) 
 
6 month 
follow-up 
80% (n=120) 
 
12-month 
follow-up: 
26.7% (n=40) 
Intervention > control (15% compared to 
26% showed major depressive symptoms) 
 
Significant effects for depressive symptoms 
(CES-D) at post-test compared with as 
assessment-only control group. Significant 
risk for depression onset for CBT group 
versus controls through 18-month follow up 
 
Weisz, 
Thurber, 
Sweeney, 
Proffitt, and 
LeGagnoux 
(1997) 
Primary and Secondary Control 
Enhancement Training programme 
(PSCET) 
8X 50min session 
Small group format (< 6 students) 
Delivered by therapists, graduate 
students, and researcher (clinical 
training and supervision) 
Content-identifying mood, emotions, 
goal setting, relaxation 
Adolescents 
(Grades 3-6) 
 
N=48 (45.8% 
female) 
Randomly assigned to a 
control group (n=32) or 
to Primary and 
Secondary Control 
Enhancement Training 
programme (n=16) 
 
 
Three 
elementary 
schools 
approached 
(N=500) 
Consent % NR* 
Total of 51 met 
criteria, 3 chose 
not to 
participate 
(N=48) 
 
9 month 
follow-up 60.4 
% (n=29)  
At immediate post-treatment and 9-month 
follow-up, the treatment group showed 
greater reductions than the control group in 
depressive symptomatology 
  
Study 
reference 
Intervention Sample Experimental design 
Consent rate 
Sample size 
Recruitment 
Attrition rates Results for primary measure 
       
Shatte 
(1997) 
CBT- Based intervention 
 
 
 
 
N=152 Randomly assigned into 
CBT-based intervention  
NR* NR* Significant effects for depressive symptoms 
compared with waitlist control group at 8-
month, but not at 1 year follow up or 
compared with active control group at either 
8-month or 1 year follow ups 
 
Lamb, 
Puskar, 
Sereika, and 
Corcoran 
(1998) 
Coping and problem-solving skills 
intervention (CBT intervention) 
 
8 week sessions 
 
Delivered in small group format (10-12 
students per group) 
 
Delivered by mental health 
professional (nurse) 
Content: self-image, relationships, 
communication, problem solving skills, 
coping skills 
 
 
Adolescents 
(Grades 9 to 12, 
aged 14-19 
years) 
 
N=46 (56.1% 
females 
Rural 
Majority 
Caucasian 
(n=39, 95.1%) 
 
Students with depressive 
symptomatology 
randomly assigned into 
control (n=19) or 
intervention (n=27) 
 
222 Adolescents 
approached 
 
Adolescents 
meeting criteria 
38.7% (N=86) 
 
Consent rate 
53.5% (n=46) 
 
Intervention:  
89.1% (n=46) 
 
 
 
No significant effects for depressive 
symptoms (RADS) at posttest compared 
with assessment-only control group 
 
 
Yu and 
Seligman 
(2002) 
 
POP: CBT-based targeting, optimism 
programme 
 
10 X 2hrs weekly sessions 
 
Delivered in group format (10-14 
students) 
 
Delivered by teachers (40hrs of 
training and supervision) 
 
Adolescents (8-
15years old) 
N=220 (44.5% 
female) 
Chinese 
adolescents with 
elevated 
depressive 
symptoms 
Majority high 
SES 
 
Participants selected 
from 1425 students based 
on depressive symptoms 
and family conflict 
 
Randomly assigned to 
POP intervention 
(n=104) or non-
intervention control 
group (n=116) 
 
Baseline 
consent rate-
99% 
 
Intervention 
consent from 
students 
meeting criteria- 
62% (N=220) 
 
 
Post test- 
97.7% 
 
3-month 
follow up- 
95.9% 
 
6- month 
follow up- 
94.1% 
 
Significant effects for depressive symptoms 
(CDI) at post-test (F(1,210)= 10.40, p<.001), 
3mth follow-up (F(1,213)= 13.89, p<.001) 
and 6mth follow-up (F(1,213)= 16.38, 
p<.001) compared with assessment-only 
control group 
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Consent rate 
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Puskar, 
Sereika, and 
Tusaie-
Mumford 
(2003) 
 
Teaching Kids to Cope (TKC) 
 
10 X 45min sessions 
 
Delivered in small groups by mental 
health professionals 
 
Content: health promotion, skills, 
balancing stressors, behavioural 
interventions, cognitive coping skills 
 
Adolescents 
(Grades 9 and 
10) 
 
(N=89, 82% 
female) 
 
Rural 
 
Majority white 
(98.9%) 
 
Randomly assigned to 
TKC intervention (n=43) 
or to control group 
(n=43) 
 
Volunteered: 
N=624 
 
Met criteria: 
17.1% (n=107) 
 
Consent rate: 
83.1% (n=89) 
 
Post 
intervention- 
92.1%  
 
Follow-up- 
87.6% 
 
Significant improvements in depressive 
symptomology were evident immediately 
following intervention (t= -2.27, df=85.9; 
p=.026) and at 6-months following the 
conclusion of the intervention (t=-2.25, 
df=81; p=.027) 
 
No significant differences were found 
between the intervention groups with and 
without the booster intervention and control 
group at 12- month follow-up 
 
 
 
C. Roberts, 
Kane, 
Bishop, 
Matthews, 
and 
Thomson 
(2004); C. 
Roberts, 
Kane, 
Thomson, 
Bishop, and 
Hart (2003) 
Aussie Optimism- programme (AO) 
derived from Penn Prevention 
Programme (PPP) 
 
12 X 60-90min sessions 
 
Delivered in small groups (10-12 
students) 
 
Delivered by mental health 
professionals (40hrs training) 
 
Content: optimistic explanatory style 
and social competence 
 
Grade 7 
Adolescents 
(11-13 years) 
 
N=189 (49.7% 
female) 
 
Rural  
Majority white 
(83.1%) 
 
Elevated levels 
of depressive 
symptoms 
Randomly assigned to 
intervention (n=90) or 
control group (n=99) 
 
Note: Parents also 
completed assessment 
survey 
 
 
720 students 
approached 
Baseline 
consent rate: 
51% (n=369) 
 
206 students 
approached for 
intervention 
(61%) 
 
Intervention 
consent rate: 
93% (n=194) 
 
Post 
intervention- 
97.9% 
 
 
Follow up- 
91.5% 
No effects for depressive symptoms (CDI) at 
post-test or 6 month follow up compared 
with assessment only control group 
 
No significant group differences were found 
for the high depression group 
 
Significant group effects were observed for 
the low-depression group on depression 
(F(1,15)= 4.41, p<.05, d=.33) at post 
intervention but not 6 month follow-up 
 
No intervention effects were found for any 
child-report or parent-report variables at the 
18-month or 30-month follow-up 
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Attrition 
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Gillham, 
Hamilton, 
Freres, 
Patton, and 
Gallop 
(2006) 
PRP (CBT intervention) 
12 X 90 min sessions 
 
Delivered in small group format 
 
Delivered by therapists (3- day 
training) 
 
Content: problem solving and social 
skills training delivered 
Adolescents* 
(11-12 years) 
 
Grades 5 to 8 
 
N=271 
 
Majority 
Caucasian 
(73%) 
 
*elevated 
depressive 
symptoms 
Aandomized to PRP 
(n=147) usual care 
control (n=124)  
864 adolescents returned 
mailed CDI (14.4%) 
 
 
 
Adolescents 
eligible to 
participate in 
the study: 
43.3% (n=370) 
 
Completed 
baseline 
assessment: 
77.0% (n=285) 
 
Consent rate 
intervention 
phase: 73.2% 
(n=271) 
  
Intervention 
participants 
who attended 
PRP sessions: 
72.1% 
(n=106) 
 
Post test: 
84.8% 
(n=195) 
 
2-year follow-
up: 69.6% 
(n=160) 
No significant effects for depressive 
symptoms (CDI) at post-test, 6-month, 1-
year, 18-month, or 2-year follow-ups 
compared with as assessment-only control 
group 
 
Reductions in depressive symptoms were 
near significant for adolescent girls in 
intervention group (F(1,129.94) + 4.57, p< 
.05, d= -0.31) compared to adolescent males 
 
 
Gillham, 
Reivich, et 
al. (2006) 
 
PEP- Pilot study 
(CBT intervention) 
 
8 X 90min weekly sessions 
 
Small group format (10-12 per group) 
Delivered by graduates and researchers 
 
Content: problem-solving and social 
skills training, combined with a parent 
component 
 
 
Adolescents 
(Grades 6 and 7) 
 
N=44 (29.5% 
females) 
 
Majority 
Caucasian 
 
Randomly assigned to 
PRP (Parent component) 
(n=22) or control (n=22) 
 
470 students 
approached 
(mailed CDI 
questionnaires) 
Consent rate: 
15.7% (N=74) 
 
Selected for 
research: 59.5% 
(N=44) 
 
Pre 
intervention: 
90.9% (n=40) 
 
6-8 month 
follow-up: 
79.5% (n=35) 
 
12-month 
follow-up: 
70.1% (n=31) 
 
 
 
 
Significant effects for depressive symptoms 
(CDI) at 6-month and 1-yr follow-ups, but 
not at posttest, compared with an 
assessment-only control group 
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Stice, 
Burton, 
Bearman, 
and Rohde 
(2007) 
 
Blues Group Intervention (Cognitive 
behavioural) 
 
4 X 1hr weekly sessions 
 
Delivered in small group format (6-10 
participants) 
 
Delivered by grad students 
 
Content: psycho-educational, social 
support, group cohesion 
 
 
Adolescents 
(15-22 years) 
 
N= 225 (70% 
female) 
 
55% Caucasians 
 
 
High risk 
students 
 
Participants were 
randomly assigned, 
within blocks created by 
gender and school, to one 
of six conditions: 
a) CBT group 
(n=50) 
b) Supportive-
expressive 
group (n=19) 
c) Bibliotherapy 
(n=28) 
d) Expressive 
writing (n=27) 
e) Journaling 
(n=34) 
f) Waitlist control 
(n=67) 
 
 
Consent rate % 
NR* 
 
Post test- 
85.3% 
(n=194) 
 
6 month 
follow-up:  
a) CBT 
group 76% 
b) Supportiv
e-expressive 
group 95%  
c) Bibliother
apy 86% 
d) Expressiv
e writing 
100% 
e) Journaling 
18% 
f) Waitlist 
control 15% 
 
 
 
 
 
 
 
 
 
 
 
 
CBT intervention showed significantly 
greater decreases in depressive symptoms 
(BDI) at posttest and, 1 month follow-up. 
Results were not maintained at 6 month 
follow-up 
 
Supportive-expressive, expressive writing, 
journaling conditions showed significant 
decreases in depressive symptoms at post 
test, results were not maintained at 1-month, 
or 6 month follow-ups 
 
Rates of onset were considerably lower, but 
non-significant, in the intervention 
conditions (6%) than in the assessment-only 
control group (15%) 
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Gillham et 
al. (2007) 
Penn Resiliency Programme (PRP)- 
CBT 
 
12 X 90 minute sessions 
Delivered by teachers and graduates 
(30hr training) 
 
Content: problem-solving and social 
skills training 
 
Adolescents 
(Grade 6 to 
Grade 8, mean 
age = 12.13) 
 
N=697 (46.1% 
female) 
 
 
Randomly assigned to 
PRP (n=232), control 
(CON, n=234), or Penn 
Enhancement 
Programme (PEP, 
n=231) 
 
Two consecutive cohorts 
of students  
Consent rate: 
15-22% 
(N=718)  
 
Intervention 
stage consent 
rate 97.1% 
(N=697) 
Post 
intervention: 
PRP- 91.4% 
(n=212) 
PEP- 90.9% 
(n=210) 
CON- 91.9% 
(n=215) 
3- year follow-
up: 
PRP- 44.4% 
(n=103) 
PEP- 41.6% 
(n=96) 
CON- 44.4% 
(n=104) 
 
No significant effects of depressive 
symptoms (CDI) at post-test, 6 month, 1-
year, 8 month, 2 year, 2.5 year, or 3year 
follow-ups compared with assessment-only 
control group 
 
There were no significant intervention 
effects on high (onset of CDI ≥ 19) or 
clinical symptoms (CDRS–R t ≥ 65).  
 
 
 
Young, 
Mufson, and 
Gallop 
(2010) 
Interpersonal Psychotherapy 
Adolescent Skills training (IPT-AST) 
 
8 X 90 min sessions (4 X sessions with 
parents 
Small group format (4-6 students) 
 
School  
counseling (SC) control (30-45 minutes 
X individual sessions) 
 
Delivered by mental health 
professionals 
Content: relationships, academic 
issues, support, communication 
Adolescents 
(aged 13-17 
years) 
 
Grades 9 & 10 
N=57 (59.7% 
female) 
 
Elevated 
depression 
symptoms 
 
Majority 
Hispanic 
(73.7%) 
Randomly assigned to 
IPT-AST (n=36) or 
school counseling (SC) 
(n=21) 
237 adolescents 
eligible 
 
182 adolescents 
approached 
 
125 adolescents 
refused 
screening 
 
Consent rate: 
31.3% (N=57) 
Post test 
follow-up– 
98.2% (n=56) 
 
6-month 
follow-up- 
91.2% (n=52) 
 
12 month 
follow-up- 
84.2% (n=48) 
 
18 month 
follow-up- 
77.2% (n=44) 
 
IPT-AST significantly greater rates of 
change in depression symptoms and overall 
functioning than SC adolescents from 
baseline to post-intervention 
 
IPT-AST adolescents reported significantly 
fewer depression symptoms and better 
overall functioning 
 
Follow-up phase rates slowed for the IPT-
AST adolescents, SC adolescents continued 
to show improvements 
No significant differences in depression 
symptoms or overall functioning between 
groups at 12 month follow-up 
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McArdle et 
al. (2011) 
 
Drama group therapy (DGT) 
 
1hr X 12 weeks sessions 
Delivered in small groups 
 
Delivered by drama group trained 
teachers 
 
Grades 5-8 
(mean age 
11.4years) 
 
N=120 
 
Randomly assigned to 
DGT (n=58) or 
curriculum studies group 
(n=62) 
 
122 
adolescents 
identified at 
risk (met 
criteria) (40% 
of population) 
 
Post 
intervention 
97.5% (n=117) 
6-month follow 
up 73.3% 
(n=88)*  
1 year follow up 
87.5% (n=105) 
2 year follow up 
63.3% (n=76) 
3 year follow up 
53.3% (n=64) 
* data collection 
incomplete due 
to resource 
problems 
 
 
* Not Reported 
 
  
Table A5 
Australian Mental Health Programs for Children and Adolescents. 
Program Design Priority areas Evaluation Associated Studies 
Beyond Blue  
National depression 
initiative 
Established in 2000 by the 
Australian and Victorian 
Governments.  
 
Emphasis on the development 
and evaluation of a curriculum 
based education and depression 
prevention campaign for 
secondary school students  
Delivered alongside national 
awareness initiatives  
 
Depression 
Anxiety 
Related substance misuse 
disorders  
Raising community awareness  
Reducing stigma associated 
with mental illness  
 
Focuses on students in early 
secondary school, aged from 
13-15years 
Contributed significantly to reducing stigma 
and improving recognition that the illness is a 
serious health problem and that treatments are 
available 
 
Documented success in engaging the 
community in public discussion, raising 
awareness of depression, encouraging 
positive media coverage of depression, 
disseminating information, establishing 
partnerships with mental health agencies, 
commissioning research and publishing 
research on depression and related disorders 
 
(Dunt, Robinson, Selvarajah, & Pirkis, 2009). 
 
 
(Hickie & Walter, 2009; Sawyer et al., 
2009; Spence, Burns, et al., 2005; The 
National Advisory Mental Health Council 
Workgroup on Child and Adolescent 
Mental Health Intervention Development 
and Deployment, 2001) 
 
Headspace 
National Youth 
Mental Health 
Foundation 
 
Funded by the Commonwealth 
Department of Health and 
Ageing 
 
 
Formulated as part of a 
concerted effort to draw 
attention to the deficits in 
health care to adolescents 
Mental Health Council of 
Australia focused on a need to 
invest in better health care to 
prevent early departure from 
school education, training and 
employment 
Established in 2006  
 
 
 
 
National, coordinated focus on 
youth  
 
Improve access for young 
people aged 12-25 years to 
appropriate services and 
ensure better coordination 
between services 
 
 
Evaluated late 2009 
Project seen to be effective in attracting 
young people experiencing higher than 
average psychological distress 
 
Of youth surveyed 94% said they got the kind 
of service they wanted, that the services had 
helped (96%) and that they would return if 
needed in the future (97%).  
 
 
(Cohen, Medlow, Kelk, & Hickie, 2009; 
McGorry et al., 2007) 
  
Program Design Priority areas Evaluation Associated Studies 
     
Mind Matters Whole school approach based 
on the United Nations, World 
Health Organisation, Health 
Promoting Schools model 
 
Established in 2000 
 
Funded by the Australian 
Government Department of 
Health and Ageing.  
 
Mental health promotion, 
prevention and early 
intervention initiative for 
secondary schools  
Build positive school 
environments in which 
schools are able to use a 
range of best practice 
materials, programs and 
processes to support the 
mental health of young 
people  
 
Provides evidence based 
resources for classroom use, 
training for teachers and 
support for school leadership 
 
Two thirds of schools make at least some use of 
aspects of the MindMatters programme and 
about 50% use other programs or aspects of 
these, usually in combination with 
MindMatters. 
 
The initiative raised awareness of mental health 
issues and encouraged schools to develop 
policies, structures, procedures and curriculum 
around supporting the mental health of students 
and staff. 
 
There was some early evidence of a reduction in 
the rates of truancy and an increase in retention 
rates and in the number of students seeking help 
from teachers. Additionally, there was evidence 
to suggest that teacher responses to bullying had 
improved. 
 
There was some evidence that students who 
participated in the skills-building activities felt 
more confident about their ability to deal with 
mental health issues and were more comfortable 
talking about them. 
 
Teachers reported that the initiative gave them 
the confidence and skills to better support and 
understand the needs of students, and to identify 
those children who may need additional support. 
Teacher and student reports indicated an 
increase in student help-seeking behaviour as 
well as an improvement in their knowledge, 
awareness, skills and attitudes when it came to 
mental health problems. 
 
(Australian Council for Educational 
Research (ACER), 2010; Hazell, 
Vincent, Waring, & Lewin, 2002) 
  
 
Program Design Priority areas Evaluation Associated Studies 
 
Kids matter 
Australian primary 
schools mental health 
initiative 
 
Primary school mental health 
promotion, prevention and 
early intervention initiative 
developed in collaboration with 
the Commonwealth 
Government Department of 
Health and Ageing, 
beyondblue: the national 
depression initiative, the 
Australian Psychological 
Society, the Australian 
Principals Associations 
Professional Development 
Council (APAPDC) and 
supported by the Australian 
Rotary Health Research Fund. 
 
 
Improve the mental health and 
well-being of primary school 
students  
 
Reduce mental health 
problems among students (e.g. 
anxiety, depression and 
behavioural problems)  
 
Achieve greater support and 
assistance for students 
experiencing mental health 
problems 
 
Final report evaluation 
 Improved student mental health and 
wellbeing such as optimism and coping 
skills  
 Reduced mental health difficulties such 
as emotional symptoms, hyperactivity, 
conduct and peer problems  
 Improvements in students’ school-work  
 Improved teacher capacity to identify 
students experiencing mental health 
difficulties  
 Improved teacher knowledge on how to 
improve students’ social and emotional 
skills  
 Increased parent capacity to help children 
with social and emotional issues  
 Facilitated the placement of mental 
health as an issue on schools’ agenda and 
provided a common language to address 
mental health and well-being issues 
 
(Dix et al., 2010; Slee et al., 2009) 
 
depressioNET 
 
 
Based in Melbourne 
 
Web based program 
 
Empower people to make 
informed choices and find 
solutions to the challenges of 
living with depression through 
the provision of information, 
help and a 24 hour web based 
support line.  
 
 Reduces the stigma people with 
depression feel towards having 
depression themselves  
 Increases the proportion of people who 
seek professional help and treatment for 
depression; 
 Improve mental health and wellbeing. 
 
 
(Pethick, 2005) 
 
  
Table A6 
Community-based Participatory Research: Methods Applied in Mental Health. 
Study reference Topic Sample Experimental design/ type of study/ methods 
Development of academic community partnerships and program 
 
Blumenthal et al. (2006) 
 
Witness for Wellness- W4W 
 
Development of academic-community partnerships 
to understand/address depression in ethnic minorities 
 
262 participants 
 
51.8% were blacks 
 
25% Hispanics 
 
Case study description of the W4W project- study 
used pre-post surveys and field notes 
 
Chung et al. (2006) 
 
Talking Wellness 
 
Describe the community-academic partnership 
formed to develop, implement and evaluate a 
community-generated intervention designed to 
decrease stigma around depression 
 
African Americans  
 
Los Angeles 
 
Rural 
 
Uses arts-poetry, comedy performances, photography 
and film to intervene. 
 
Mixed –methods (quantitative and qualitative 
measures) are used to identify the interventions’ 
impact on audience members 
 
Stockdale et al. (2006) 
 
Describe experienced of the Supporting Wellness 
(SW) working group in a depression 
outreach/education initiative 
 
Delivered by two academic co-chairs and two 
community chairs 
 
 
African American 
 
Los Angeles 
 
Rural 
 
Descriptive case-study 
 
The main sources of data are scribe notes from 
monthly meetings with authors’ observations 
 
Wells et al. (2006) 
 
Describes the Los Angeles Community Health 
Improvement Collaborative (CHIC) for sustaining 
partnerships and developing research projects to 
improve health and reduce health disparities 
 
 
UCLA Academic partners 
from research centres and 
community partners.  
 
Undeserved communities 
 
 
 
Describes CHIC leadership monthly meetings, to 
assess best fit academic programs and community 
priorities 
  
Study reference Topic Sample Experimental design/ type of study/ methods 
Epstein, Collins, Bailey-Burch, 
Walker-Thoth, and Pancella 
(2007) 
Effectiveness of the principles of practice 
For CBPR used to create Space Scouts- a substance 
abuse education curriculum for fourth-sixth grade 
youth 
 
Pastors, staff and children 
from African American 
churches 
Descriptive study using team meetings, phone calls, 
focus groups, feed-back forms and update letters 
Shoultz et al. (2006) Discuss approaches and solutions used in response 
to challenges (including methodological) faced in 
the CBPR partnership process, to address intimate 
partner violence 
 
 
CBPR research teams 
(clinical and public health 
scientists from four 
community health centres 
serving distinct, culturally 
diverse and hard-to-reach 
populations, and a nurse 
scientist from an academic 
institution) 
 
 
Descriptive study/theoretical article 
 
 
Development of resources 
 
Jones et al. (2006) 
 
Building Wellness 
Working group aimed to develop community 
evidence based action plans to improve services and 
outreach concerning depression 
 
 
Underserved African 
Americans in Los Angeles  
 
Rural 
 
Minutes from monthly meetings, scribe notes, 
authors’ memories and reflections and material used 
during community feedback meetings 
Reinschmidt and Chong (2007) Improving cultural appropriateness of curriculum 
toolbox for addressing diabetes and depression 
 
Hispanic communities in 
Arizona near the Us-
Mexico border 
 
A descriptive study that used focus groups and 
workshop training 
Getrich, Heying, Willging, and 
Waitzkin (2007) 
“Unanticipated factors” (e.g. social dynamics of the 
clinic site, incomplete understanding acceptance of 
the intervention staff members) when delivering 
community-based mental health intervention 
involving promotoras 
Ethnic minority patients- 
Hispanics, (n=18), 
primary-care physicians 
(n=12) and promotoras 
(n=5) 
 
An ethnographic study utilized interviews, field work 
observations (shadowing promotoras) and field notes 
  
Study reference Topic Sample Experimental design/ type of study/ methods 
    
Patel, Koegel, Booker, Jones, and 
Wells (2006) 
 
 
 
 
 
 
 
 
 
 
 
Development and implementation of two 
methods for obtaining community 
feedback 
 
 
 
 
 
 
 
 
 
 
 
 
Academic researchers and 
community members of the 
Witness for the Wellness 
project. 
Additionally (N=167) 
people from community 
based organizations, 
government officials, 
academic affiliations and 
health professionals.  
 
Underserved African 
Americans in Los Angeles  
 
Rural 
 
Description of a modified Delphi 
technique and the use of Audience 
Response System (ARS) during a ‘‘Report Back 
Conference’’ 
 
 
 
 
 
 
 
 
 
 
 
 
Mental health assessment 
 
Shattell, Hamilton, Starr, 
Jenkins, and Hinderliter (2008) 
 
Factors that affect access, use and 
perception of mental health services by 
a Latino population at individual, 
organizational and community levels 
 
Community members 
(N=7), public health 
educator (N=1) academic 
researcher (N=1) and 
students (N=3). They were 
3 Latinos/3 African 
Americans/6 Caucasians 
 
 
Descriptive study using focus groups 
 
Schulz et al. (2006) 
 
Everyday discrimination, depressive 
symptoms and self-rated general health 
 
African Americans living 
in East 
Side of Detroit (N=343) 
 
 
 
Longitudinal study using data from two waves 
(1996/2001) of the Eastside Worker Partnership 
Survey 
  
Study reference Topic Sample Experimental design/ type of study/ methods 
    
Mulvaney-Day, Rappaport, 
Alegría, and Codianne (2006) 
Generate intervention in public schools to improve 
behavioral and academic functioning of students 
from racial and ethnic minority backgrounds 
Purposive snow sampling 
(e.g. teachers, school 
counsellors, administrators, 
and literacy specialists), 
diverse stakeholders and 
one organizational 
consultant involved with 
schools where students are 
mostly from racial and 
ethnic minority groups 
 
 
Descriptive study of 3-phases’ study using multiple 
qualitative methods (in-depth interviews, focus 
groups, workshops, stakeholder dialogue groups, 
observations and authors’ reflections) 
 
van Olphen et al. (2003) 
 
Effects of different forms of religious involvement 
on health. The mediating effects of social support 
received in the church as potential mechanism 
accounting for relationship between church 
attendance and health 
 
Random sample of 700 
women living in a defined 
area in Detroit’s East Side.  
 
In this paper they included 
only African American 
respondents (N=679) 
 
 
This study was part of CBPR baseline assessment for 
the East Side Village Health Worker Partnership. 
Culturally appropriate survey was used to collect data 
 
K. Roberts et al. (2008) 
 
Identify meaning, perceptions of needs, barriers to 
access and acceptability of mental health services 
integrated in primary care clinics 
 
45 participants (80% 
African Americans), from 
3 low-income urban 
communities (Smoketown, 
Shelby Park and Phoenix 
Hill) 
 
 
 
 
 
Descriptive study of a single data collection point 
using focus groups and a questionnaire 
 
  
Study reference Topic Sample Experimental design/ type of study/ methods 
 
Shoultz, Magnussen, Manzano, 
Arias, and Spencer (2010) 
 
Understand perceptions, responses and 
needs of Filipina women regarding IPV 
 
 
Filipino women living in 
Hawaii 
(N=10) 
 
Descriptive study using qualitative and 
quantitative data from individual 
interview and focus groups 
Maar et al. (2009) Understand strategies, strengths and 
challenges related to collaborative 
Aboriginal mental health care 
15 providers, 23 clients and 
3 focus groups with 
community workers and 
managers (Target-
Aboriginal) 
Qualitative study using document review, 
ethnographic interviews and focus groups 
 
 
Shattell et al. (2009) 
 
Explore how immigrant Latinas describe, cope, and 
treat depression and depressive symptoms 
 
 
30 Spanish-speaking Latina 
women living in an 
emerging immigrant 
community 
 
 
Descriptive study using focus groups 
 
CBPR intervention 
 
Michael, Farquhar, Wiggins, 
and Green (2008) 
 
Description of a community-based intervention 
using popular education to increase ‘‘social capital’’ 
and physical and emotional well-being in African 
Americans and Latino communities 
 
170 Latinos and African 
Americans in Multnomah 
county, Oregon 
 
Poder es Salud/Power for health intervention 
integrates quantitative (baseline and follow-up survey) 
and qualitative (in-depth interviews) methods for data 
collection and analysis 
Researchers education on CBPR applied to mental health 
 
Chene ́ et al. (2005) 
 
Community advisory group provided mentoring 
educating researchers about CBPR in mental health 
and primary care 
 
Four minority faculty 
members initiated the 
programs that focused on 
poor and underserved 
communities, and sought 
help from two senior 
faculty members 
 
Describes training institutes where members of 
community advisory board presented plenary sessions 
on research collaboration with communities 
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Appendix B: Mental health and Wellbeing Questionnaire 
 
Health, Education and Sport Survey 
 
 
 
 
               
              Your School ___________________________ 
 
              Are you?     Male      ?      Female  
 
              How old are you? ______ years ______ months 
               
              What time did you go to sleep last night?  _______ 
 
              What time did you wake up this morning? _______ 
 
 
How would you describe your family’s cultural background? 
Anglo Australian / Caucasian        
Aboriginal/ Torres Strait Islander       
Southern European, (eg. Greek, Italian, Maltese)     
Asian (eg. Chinese, Thai, Vietnamese, Malaysian)     
Middle Eastern (e.g. Lebanese, Arabic, Iraqi)       
Pacific Islander (eg. Maori, Fijian, Samoan, Tongan)     
Indian            
African Nations          
Other (please specify)…………………      
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1. On WEEK days: (Tick yes or no)          YES     NO 
Do you usually eat breakfast? 
 
  
Do you usually have a morning snack or drink? 
    
  
Do you usually eat lunch?  
 
  
Do you usually have an afternoon snack or drink? 
 
  
Do you usually eat dinner?  
 
  
Do you usually have an evening snack or drink?   
 
 
2.            YES     NO 
Do you diet to lose weight?   
   
Do you diet to gain weight?    
  
    
3.    Do you think you are?    
Too thin 
 
 
About right 
 
 
Too fat 
 
 
 
4.     Would you like your weight to be?  
A lot heavier  
A little heavier  
Same as at present  
A little lighter  
A lot lighter  
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5.  Did you eat breakfast today? YES NO 
 
 
  
 
What did you eat for breakfast today? 
Please write what you ate for breakfast today. 
 
 
 
 
What did you drink for breakfast today? 
Please write what you drank for breakfast today. 
 
 
 
  6.  Please rate the following out of 10 (10 being perfect): 
How you think you look?  /10 
How you think other people think you look?   /10 
How you think girls think you look?  /10 
How you think your mother thinks you look?  /10 
How you think your father thinks you look?  /10 
 
 
7.  Do you currently play any sport outside of school hours or do any dance, 
games or physical activity?  
 
(Like walking, swimming, football, martial arts, playing games, skateboarding, 
dancing, gymnastics) 
 
 
 Yes No 
   
 
Which sports, dance, games or physical activities do you currently do outside of 
school? 
    (Like walking, swimming, football, martial arts, playing games, skateboarding, 
dancing, gymnastics) 
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9. What sports, physical activity, games, martial arts or other physical activities 
did you do outside of school hours yesterday? (Like walking, swimming, football, 
martial arts, playing games, skateboarding, dancing, gymnastics) 
 
 
 
 
 
 
 
 
How often do you play sport or do any physical activity? 
(Like walking, swimming, football, martial arts, playing games, skateboarding, 
dancing, gymnastics) 
 
 
 
 
 
     
11.  What do you think about sports, exercise and physical activity? (Choose one) 
 
  Very important to me. 
  Important to me. 
  Neither important or not important to me. 
  Unimportant to me. 
  Very unimportant to me. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Never Once a 
month 
Every two 
weeks 
Weekly 1-3 days per 
week 
Every day 
      
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12.  What makes it difficult for you to play sport or do physical activity outside 
of school hours? 
 True False 
I don’t have enough time   
I don’t have enough energy. I am too tired   
I am self conscious about how my body looks   
I prefer to do other things with my time   
I don’t have anyone to play with   
I do not want to get hurt or injured    
I just don’t like sport or physical activity   
My parents don’t want me to play sport   
My religion prevents me from playing sport or being physically 
active 
  
I don’t like the clothes I have to wear at sport   
I cannot afford the costs of playing sport   
I am not good at sport or physical activities   
I have become bored with sport or physical activities   
I do not have the equipment I need for sport or physical activities   
Others tease me or laugh at me when I play sport or physical 
activities 
  
I don’t like getting changed or showering in front of others at sport 
or physical activities 
  
I am not well enough to play sport or do physical activities 
 
  
I don’t like the choice of sports or physical activities offered to me   
I don’t like to be hot and sweaty   
My friends don’t play sport or physical activities   
My parents don’t have time to take me to sport or physical activities   
I don’t like the training for sport or physical activities   
I can’t get to the training for sport or physical activities   
Is there anything else that makes it difficult for you to play sport or 
be physically active? 
 
 
  
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13.  Is there anything else that would help you to play sport or be involved in 
physical activities at school and outside of school hours? 
 
 
 
 
14.  Can you please tell us how you feel about the following? 
 
 
I 
definitely 
will not 
I 
probably 
will not 
About 
a half 
chance 
I 
probably 
will 
I 
definitely 
will 
 
I will play school sport or 
do physical activity next 
term 
     
I will play sport or do 
physical activity outside of 
school next term 
     
I will play school sport or 
do physical activity next 
year 
     
I will play school sport or 
do physical activity outside 
of school next year  
     
I will meet a girlfriend at 
sport or physical activity 
when I am older 
     
I will play sport or do 
physical activity when I am 
an adult 
 
     
I will smoke cigarettes 
when I am an adult 
     
I will mostly have friends 
who play sport or do 
physical activity when I 
grow up 
     
I will have a girlfriend or 
marry someone who plays 
sport or is physically active 
when I grow up 
     
If I have children, I will 
encourage them to play 
sport or be physically active 
 
     
I will play sport or be 
physically active when I am 
an older adult 
     
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15.  Can you tell us how your family feels about sport and physical activity? 
 
 Always Mostly Sometimes Rarely Never 
My mother is active in sports or is 
physically active 
 
     
My father is active in sports or is 
physically active 
 
     
My sister or brother is active in 
sports or is physically active 
 
     
My mother wants me to play sport 
or be physically active 
 
     
My father wants me to play sport 
or be physically active 
 
     
My mother takes me to sport or to 
physical activities 
 
     
My father takes me to sport or to 
physical activities 
 
     
My mother likes to play sports or 
do physical activities with me 
 
     
My father likes to play sports or 
do physical activities with me 
 
     
My mother likes to watch me play 
sports or physical activities 
 
     
My father likes to watch me play 
sports or physical activities 
 
     
My parents think of us as a sporty 
or physically active family 
  
     
My family feels it is important to 
watch, play or attend sporting or 
physical activity events 
 
     
My family likes to talk about 
sports or physical activities 
     
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16. 
 
Question 1. Which figure looks most like you ? …….. 
   
 Question 2. Which figure would you like to look like ? ……. 
 
Question 3. Which male figure looks best ? ......... 
 
 Question 4. Which female figure looks best ? …….. 
 
 
 
1  2   3    4  5   6    7      8    9 
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17. Please tell us if you worry or get stressed about any of these things 
 
Worry A 
Lot 
Worry A 
Little 
Do Not 
Worry 
Starting at a new school    
Trying to find friends at my new school    
Fitting in at my new school    
Not being smart enough at my new school    
Doing well at schoolwork    
Being popular and well liked at school    
Getting along with friends    
Getting along with a girlfriend    
Getting along with Mum    
Getting along with Dad    
Getting along with my sister or brother    
Getting along with others at home or others in 
family    
Getting along with my new teachers    
Sorting out and practicing my spiritual beliefs       
Being offered drugs, cigarettes or alcohol     
Being left out of groups of friends at school    
Being teased at school    
Being called names at school    
Being bullied physically and pushed around 
at schoo    
Cyber bullying on MSN, text messages, email 
etc    
Being too competitive at school    
Doing well at sports, dance and other 
physical activities    
Having time to do everything I have to do    
Having the body size and shape that I want    
Changes to my body during puberty    
Skin, pimples, acne    
Other things that you worry about or get stressed about? 
…………………………………………………………………………………………
………………………………………………………………………………………… 
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What are the 3 main things in your life at the moment that make you the most 
worried, upset or stressed? 
1.………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………........................................…….. 
2.………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………… 
………………………………………………………………………………………… 
3.……………………………………………………………………………………… 
………………………………………………………………………………………… 
 
What do you think people could do to make teenagers less worried, upset or stressed? 
.…………………………………………………………………………………………
………………………………………………………………………………………… 
………………………………………………………………………………………….
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………..............................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
.......................................................................................................................................... 
  
Thank you very much for completing this survey 
 
.................................................STOP HERE........................................... 
 
 
 
(Please do not complete this section yourself. We will measure these for you today) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Height: __________ (cm) 
Weight: __________ (kg) 
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Appendix C: University of Sydney Research Ethics Committee Approval 
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Appendix D: Participant Evaluations 
Student Evaluation 
 
Did you enjoy the workshops?     Yes     No  
 
Would you like to participate in similar workshops again?      Yes     No  
 
Which activities did you enjoy the most? Why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Which activities did you enjoy the least? Why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What key messages did you learn by participating in the workshop? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
Do you have any ideas or suggestions for how we could improve the workshop? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
*Thank you for your time. End of Survey* 
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Appendix E: Session Lesson Plan and Resources 
 
  
 
 
 
 
UNIT TITLE: A Positive and Healthy You? STAGE: 4 YEAR: 7/8 
TIMING:          60min lessons  
& LENGTH      (double periods) X4 
 
Unit Description: This program is part of a six month intervention. It is based on the concept of the ‘health promoting’ schools framework. 
Therefore this unit of work is a part of a whole school approach to mental health and wellbeing including body image. This unit explores a 
sense of self in relation to changing relationships and circumstances, dealing with challenges and change and the importance of 
connectedness and support networks in seeking help. Students will inspect the interdependence between a sense of self and the health and 
wellbeing of themselves and others including factors that affect their own health (i.e. physical, emotional, mental etc). Building on 
previous knowledge and understanding in relation to self-perception, self-acceptance and self-esteem, students will explore attitudes and 
factors that influence their own self-worth in this time of change. Additionally students will delve into the relationship between body 
image and gender. In this unit students also examine how they can use strategies to support themselves in different situations and analyse 
ways they can provide support to others. Students will subsequently attempt to reflect on their own experiences and analyse how personal 
perception of self and a positive self-esteem can impact behaviour and overall health.  
 
This programme focuses on expanding students’ self-identity and sense of self-worth by addressing the whole self and taking focus away 
from the physical appearance. Its focus is that people are unique and that everybody is different with different anxieties, stresses and skills.  
In this unit the students will also develop skills in resilience, thereby enhancing their opportunity to attain good mental health. This will 
involve understanding the importance of a positive sense of self and developing strategies to cope with challenges. The activities used are 
all related to understanding who we are, appreciating ourselves and developing a strong sense of self. The programme also aims to develop 
‘media literacy’ skills in students. These skills will help them to reject negative media messages and to critically analyse all media images. 
Students will also evaluate social and coping skills, problem solving, and decision making in relation to stresses and worries. 
 
The activities are student centered, with a high level of involvement expected from all students. Student centered activities allow our 
students to engage and connect with the activity. The focus is on building the skills, as opposed to content, that help students to develop a 
strong sense of self. 
 
 
A Positive and Healthy You: A whole school approach to mental health and wellbeing Stage 4: Year 7 
  
 
INTEGRATED STRANDS: KEY COMPETENCIES: 
 
STRAND 1: Self and Relationships 
 Enhance their sense of self, improve their 
capacity to manage challenging circumstances 
and develop caring and respectful relationships  
 
STRAND 3: Individual and Community Health 
 Take actions to protect, promote and restore 
individual and community health 
 
 
Knowledge, Understanding and Skills: 
- Enhance their sense of self, improve their 
capacity to manage challenging circumstances 
and develop caring and respectful relationships 
- Take actions to protect, promote and restore 
individual and community health 
- Develop and apply the skills that enable them 
to adopt and promote healthy and active 
lifestyles 
 
Values and Attitudes: 
- Value health-enhancing behaviours that 
contribute to active, enjoyable and fulfilling 
lifestyles 
- Develop a willingness to participate in creating 
and promoting healthy and supportive 
communities and environments 
 
 
 Collecting, analysing and organising information 
 Communicating ideas and information 
 Planning 
 Working with others and in teams 
 Solving problems 
 Work with and learn about a range of technologies 
 
Cross curriculum content: 
- Information and Communication Technologies (ICT) 
- Diversity and Difference 
- Gender 
 
  
 
SYLLABUS OUTCOMES EVIDENCE OF LEARNING (assessment ideas) 
 
4.1- A student describes and analyses the influences on 
a sense of self 
4.2 – A student identifies and selects strategies that 
enhance their ability to cope and feel supported 
4.3 – A student describes the qualities of positive 
relationships and strategies to address the abuse of 
power 
4.6 - describes the nature of health and analyses how 
health issues may impact on young people 
4.7 – identifies the consequences of risk behaviours 
and describes strategies to minimise harm 
4.8 – Describes how to access and assess health 
information, products and services  
4.11 –Selects and uses communication skills and 
strategies clearly and coherently in a range of new and 
challenging situations 
4.12 – assesses risk and social influences and reflects 
on personal experience to make informed decisions 
4.13 – demonstrates cooperation and support of others 
in social, recreational and other group contexts 
4.16 clarifies the source and nature of problems and 
draws on personal skills and support networks to 
resolve them 
 
 
 
 
 
 
Students will be assessed on their ability to: 
 identify and select strategies that enhance their ability to cope and feel 
supported 
 describe strategies to address the abuse of power 
 demonstrate support of others in group contexts  
 use communication skills in a range of new and challenging contexts 
  
 
CONTENT: 
Learn about: 
a sense of self 
– defining a sense of self 
– being the same as and different from others 
– how a sense of self can vary in different 
contexts 
 
 
 
 
 
 
• adolescence and change 
– the physical, social and emotional changes 
during adolescence 
– understanding difference and diversity 
– the relationship between physical and 
emotional maturity 
managing the changes associated with puberty, 
including reproductive health 
changes and challenges  
– sources of change and challenge, eg school, 
family, friendships 
– Identifying fears and feelings 
– Dealing with conflicting demands 
 
connectedness 
– forms of connectedness 
Learn to: 
• explore the influence of the following on a sense of self: 
o who I am 
o where I come from 
o who I relate to 
o what I can do 
o what I believe and value 
• investigate the changing nature of one’s sense of self and how it can be 
different in various social contexts, eg home, school, with friends 
• describe how particular factors influencing a sense of self are 
interdependent and can become increasingly significant at different life 
stages 
• explore the relationship between a sense of self, body image and views of 
what it means to be female or male 
 
• explain the physical, social and emotional changes that occur during 
adolescence 
• identify behaviours that indicate the positive management of changes 
associated with puberty for males and females 
 
• develop a realistic sense of their ability to respond to and cope with 
challenges 
• describe the current challenges that may face young people and predict 
future challenges 
 
 
• identify individuals, groups or places to which they feel a strong sense of 
belonging and explain how these help them to feel supported and 
  
 
– the importance of connections 
– forms of alienation 
– creating connections 
– attributes of being supportive 
 
• interpersonal communication 
– the qualities of effective communication 
– overcoming barriers to communication 
– resolving conflict 
– changing modes of communication for young 
people 
 
• seeking help 
– benefits of support 
– identifying people and services that provide 
support 
– accessing support 
– strategies for seeking support 
– supporting others to seek help 
barriers to accessing support 
 
• types and nature of relationships 
– the importance of family relationships 
– the increasing importance of peers 
– relating appropriately in different relationships 
and situations 
– factors influencing relationships 
 
caring and respectful relationships 
– qualities of positive relationships 
connected 
• identify formal and informal school activities that promote a sense of 
belonging for students 
 
 
• explore and develop interpersonal communication skills as they: 
o identify barriers to communication 
o propose strategies to overcome barriers 
o resolve conflict in a range of contexts relevant to young people 
o evaluate the popular modes of communication used by young 
people 
 
• enhance their ability to seek help by: 
o establishing individual support networks of adults and peers 
o practising ways of accessing help, eg roleplay, use of internet 
o identifying barriers to seeking support, eg lack of confidentiality, 
trust 
o proposing strategies to overcome barriers 
 
 
• appreciate that a variety of family structures exist and have the potential to 
provide supportive and caring environments 
• explore the influence of family and peers as adolescents move from 
dependence to independence  
 
 
 
• identify strategies and behaviours for negotiating caring and respectful 
relationships in a range of settings relevant to young people 
 
  
 
– rights and responsibilities in relationships  
– listening and accepting opinions of others 
– give and take 
– providing and accepting support 
– expressing your own needs 
– negotiating respect and support 
– appreciating diversity in relationships 
 
power in relationships 
– sources and types of power 
– positive use of power  
– abuse of power 
– power balance 
– influence of gender stereotypes 
– impact of the use of power 
 
 
bullying and harassment 
– recognising bullying and harassment 
– reasons for bullying and harassment  
– sexual harassment 
– homophobic bullying 
– effects of bullying and harassment 
– barriers to reporting 
 
 
seeking help 
– benefits of support 
– identifying people and services that provide 
support 
 
 
 
 
 
 
 
 
• identify behaviours that display the positive use of power in relationships 
 
• develop a commitment to, and skills for, challenging the abuse of power 
 
 
 
 
 
• recognise forms of bullying and harassment, including sex-based 
harassment, and devise help-seeking strategies 
 
• describe ways that they could help others who are being harassed, eg assist 
them to seek help, offer friendship 
 
 
 
 
• enhance their ability to seek help by: 
o establishing individual support networks of adults and peers 
o practising ways of accessing help, eg role-play, use of internet  
o identifying barriers to seeking support, eg lack of confidentiality, 
trust 
  
 
– accessing support 
– strategies for seeking support 
– supporting others to seek help 
– barriers to accessing support 
 
 Mental Health  
– defining mental health  
– the nature of mental health problems  
– factors that support mental health  
– Expectations, rights and responsibilities in 
relationships 
 
 
 
 Strategies to minimise harm 
– acquiring knowledge  
– safe attitudes, eg concern for others impunity, 
responsibility  
– developing personal skills, eg conflict 
resolution, assertive behaviour, problem 
solving, refusal skills  
– safe and supportive environments, e.g. school, 
community, family and peer support networks  
 
 Accessing health information, products and 
services  
– sources of health information, e.g. family  
– peers, school, internet, media, GP  
– range of products, services and personnel 
available  
o proposing strategies to overcome barriers 
 
 
• examine their behaviours and language and recognise the potential impact 
of these on their own and others’ mental health  
• propose strategies to address misunderstandings about mental health 
problems and promote positive attitudes  
 
• describe strategies to minimise harm in each of the following real life 
situations when: 
o at a party 
o feeling depressed 
o being offered or using drugs 
• explain how potential for harm can be increased as the result of an 
interaction of factors, eg peers, alcohol use and road safety 
• recognise potentially unsafe situations and respond by demonstrating 
personal skills:  
o to counteract the influence of others  
o to influence others to modify their behaviour  
 
 
 
 
• Identify health information, products and services designed to address the 
health needs of young people, e.g. mental health, youth health services 
• Evaluate when it is appropriate to seek assistance from others 
  
 
– factors influencing access, e.g. culture, 
location 
– reasons for preferred services and products 
EVALUATION 
 
Did students effectively participate in the lessons/unit? 
Did each lesson build on students understanding and skills of healthy relationships? 
How could the unit be improved in terms of programming and the implementation of the lessons? 
Was the unit stage and age appropriate? If not why? 
Were students able to gain a greater understanding of the negative and positive characteristics of relationships and cyber bullying? 
Did students need further instruction? If so, what needs to be scaffolded in order to help students develop the necessary skills/ knowledge? 
How can I improve on the actual execution of the lessons/unit? 
  
 
 
 
LESSON TITLE: We are all unique and that’s interesting TIMING AND LENGTH: 1 (60 minutes) 
LESSON FOCUS: Body Image and Self-Esteem, Growing and Changing - Identifying what self esteem is, the characteristics that make up 
a person, Identifying positives in ourselves and others and class discussion about being unique, Identifying how much we have grown and 
changed so far and what can be expected over the next few years. Explore what makes up our identity and develop a sense of self. 
LESSON OUTCOMES: EVIDENCE OF LEARNING: 
4.1- A student describes and analyses the influences on a sense of 
self 
4.2 – A student identifies and selects strategies that enhance their 
ability to cope and feel supported 
4.3 – A student describes the qualities of positive relationships and 
strategies to address the abuse of power 
4.6 - describes the nature of health and analyses how health issues 
may impact on young people 
4.7 – identifies the consequences of risk behaviours and describes 
strategies to minimise harm 
4.8 – Describes how to access and assess health information, 
products and services  
4.11 –Selects and uses communication skills and strategies clearly 
and coherently in a range of new and challenging situations 
4.12 – assesses risk and social influences and reflects on personal 
experience to make informed decisions 
4.13 – demonstrates cooperation and support of others in social, 
recreational and other group contexts 
4.16 clarifies the source and nature of problems and draws on 
personal skills and support networks to resolve them 
 
 
Students will be assessed on their ability to: 
 identify and select strategies that enhance their ability to cope 
and feel supported 
 describe strategies to address the abuse of power 
 demonstrate support of others in group contexts  
 use communication skills in a range of new and challenging 
contexts 
A Positive and Health You Stage 4: Year 7 
  
 
Students learn about: Students learn to: Suggesting learning & teaching strategies 
Resources/ 
\equipment 
INTRODUCTION 
(10min) 
A sense of self 
– defining a sense 
of self 
– being the same as 
and different 
from others 
– how a sense of 
self can vary in 
different contexts 
 
Connectedness 
– forms of 
connectedness 
– the importance of 
connections 
– forms of 
alienation 
– creating 
connections 
– attributes of being 
supportive 
 
 
 
 
 
 
Investigate the 
changing nature of 
one’s sense of self and 
how it can be different 
in various social 
contexts, eg home, 
school, with friends 
 
 
 
 
 
CLASSROOM BINGO (10min) 
 
OBJECTIVE: Students identify the individual traits and 
abilities among their group. 
 
Students move around the room asking fellow students if they 
fit the criteria in each bingo box. When someone meets the 
criteria they write their name in the box. The winner is the 
person who can tick off all the boxes first. 
 
Variation- Change the game to suit your class/group, e.g. you 
can write someone’s name up to twice or only complete the 
first four lines.  
 
 
Classroom bingo 
worksheet 
 
 
  
 
BODY 
A sense of self 
– defining a sense 
of self 
– being the same as 
and different 
from others 
– how a sense of 
self can vary in 
different contexts 
 
 
Adolescence and 
change 
– the physical, 
social and 
emotional 
changes during 
adolescence 
– understanding 
difference and 
diversity 
– the relationship 
between physical 
and emotional 
maturity 
managing the 
changes 
associated with 
puberty, 
 
 
Explore the influence 
of the following on a 
sense of self 
 
Investigate the 
changing nature of 
one’s sense of self and 
how it can be different 
in various social 
contexts, eg home, 
school, with friends 
 
Describe how 
particular factors 
influencing a sense of 
self are interdependent 
and can become 
increasingly 
significant at different 
life stages 
 
Explore the 
relationship between a 
sense of self, body 
image and views of 
what it means to be 
female or male 
 
 
WHAT MAKES UP WHO I AM? 
 
OBJECTIVE: Students identify different characteristics that 
make up a person, positives in themselves and discuss the 
concept of being unique 
 
Brainstorm activity on the board. Ask two students to go the 
class board, with one student drawing ‘a person’. Students then 
ask the class to describe all the things that make up a person. 
The answers are written on the board.  
 
Teacher focus questions – What are the features that make 
everybody different? What makes us all unique? (Examples – 
physical features, personality traits, individual abilities, 
cultural family background, individual beliefs and attitudes, 
values, past experiences, character traits).  
 
Summary point – humans are complex, diverse and unique. 
 
FINGERPRINTS 
 
OBJECTIVE- Students apply methods developed to identify 
and interpret patterns to the identification of fingerprints. 
Students learn to identity each image as unique, yet part of a 
group containing recognizable similarities. 
 
 
 
 
 
Whiteboard/ 
whiteboard markers 
(can also use smart 
board) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Each group needs: 
Pencil/pen 
Index cards (1 per 
student) 
 
To share with the 
class: 
Ink pad 
PowerPoint 
Fingerprint guide 
Magnifying glasses 
 
  
 
including 
reproductive 
health 
 
Changes and 
challenges  
– sources of change 
and challenge, eg 
school, family, 
friendships 
– Identifying fears 
and feelings 
– Dealing with 
conflicting 
demands 
 
Connectedness 
– forms of 
connectedness 
– the importance of 
connections 
– forms of 
alienation 
– creating 
connections 
– attributes of being 
supportive 
 
 
 
Explain the physical, 
social and emotional 
changes that occur 
during adolescence 
 
Identify behaviours 
that indicate the 
positive management 
of changes associated 
with puberty for males 
and females 
 
Develop a realistic 
sense of their ability 
to respond to and 
cope with challenges 
 
Describe the current 
challenges that may 
face young people and 
predict future 
challenges 
 
Identify individuals, 
groups or places to 
which they feel a 
strong sense of 
belonging and explain 
how these help them 
to feel supported and 
connected 
 
Using an ink pad and an index card to record their fingerprint, 
students will then classify the fingerprint to find out exactly 
what type of print they have. Students should explore, make 
inferences and observations about fingerprints and compare 
them to the rest of the class and fingerprint guide.  
 
Teacher focus questions- Do you have similar fingertip 
patterns to others in your class? Do you differ in the patterns 
you have within your class? What do you think having different 
fingerprints mean? How does this add to your understanding 
of how everyone is unique? 
 
NOTE: Pressing down too hard on the ink pad, resulting in a 
lot of ink, could hinder the outcome of the print as the ink will 
fill in the ridgelines of the print instead of defining them, 
Rolling or sliding the fingertip around once placed on the 
index card could make a print that is not clearly defined as 
well.  
 
Summary point – everyone is different and unique but we have 
similar traits as others 
 
 
‘INTRODUCING THE ONE….THE ONLY’ 
 
OBJECTIVE: Convey a sense of self and build self-esteem and 
sense of community and belonging 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Worksheet 
Microphone 
Pens 
  
 
Interpersonal 
communication 
– the qualities of 
effective 
communication 
– overcoming 
barriers to 
communication 
– resolving conflict 
– changing modes 
of communication 
for young people 
 
 
 
Identify formal and 
informal school 
activities that promote 
a sense of belonging 
for students 
 
Explore and develop 
interpersonal 
communication skills  
 
Evaluate the popular 
modes of 
communication used 
by young people 
 
 
Students work in pairs, with someone they do not normally 
‘hang with’, to complete the worksheet and presentation 
(NOTE- pairs can be chosen by students or teacher).  
 
 
When the worksheets are completed, each student introduces 
the other person to the class, following the script on the sheet. 
Keep a watchful eye on the content before each is read to the 
class. 
 
Teacher Focus Questions: Do they agree with what was written 
about them? Were they surprised? Why or why not? What 
could other students add? 
 
CONCLUSION  
(10min) 
 
Seeking help 
– benefits of 
support 
– identifying people 
and services that 
provide support 
– accessing support 
– strategies for 
seeking support 
– supporting others 
to seek help 
 
 
Enhance their ability 
to seek help  
 
POSTIVE SELF-TALK 
 
OBJECTIVE- Students explore the possibility of self-talk in a 
positive manner and engage with classmates to design 
solutions for negative thinking 
 
Using images which all represent instances in which 
individuals might think negatively about themselves or the 
situation, have a class discussion and brainstorm ideas about 
how to overcome them. Have students think of two 
sentences/emotions that the individuals in the photos might be 
thinking; 
 
PowerPoint/Images 
  
 
barriers to accessing 
support 
 
 
 
•  One obvious negative statement 
•  One much more positive statement, a better way to 
view the situation. 
 
Teacher Focus Questions- What if we all decided to ignore the 
negative thoughts that may naturally occur? What if we always 
searched for a positive outlook on things? Wouldn’t life be 
more fulfilling if we were happier more often? 
 
 
  
 
EXTENSION- 
 
SELF ADVERTISEMENTS:  
Students write an ‘advertisement’ for themselves including their characteristics and abilities. 
 
After the advertisement is filled out, it is folded and put into a bag in the middle of the room. Students select one each, and read out the 
advertisement. The class has to guess who wrote it (NOTE: this requires a lot of trust and respect – avoid if you think your class is not 
ready for this activity).  
 
Students should use descriptors (these can be provided for stimulus is need be by teacher) 
 
 
Summary point – it is important to focus on our strong points and accept our weaker points. 
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GROUP   
 
Has brown 
eyes 
Blue eyes Born in a 
different state 
or territory to 
NSW 
 
 
Has speckles 
in their eyes 
Is shorter than 
you 
Plays piano Is taller than 
you 
Green eyes Taller than 
both parents 
Has a pet that 
is not a cat or 
dog 
Has red hair Has bigger 
hands than you 
Ate breakfast 
this morning 
 
 
Born overseas Plays guitar 
Taller than one 
parent 
Has straight 
black hair 
Reads the 
newspaper 
Plays chess Has black 
curly hair 
Has one 
sibling 
Goes to 
church, 
synagogue, 
mosque or 
temple 
Has relatives 
in another 
country 
Has blue eyes Has smaller 
hands than you 
 
 
Has a dog Likes chilli 
and spicy food 
 
 
Likes drinking 
milk 
Walked to 
school today 
Wears a watch 
Plays 
basketball 
Is left handed First name 
starts with ‘B’ 
Speaks a 
language other 
than English 
 
 
Has freckles 
 339 
TEACHERS RESOURCE 
 
 
 
What Makes Up Who I Am? 
 
Examples of possible responses: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Name 
Appearance 
Height and 
weight 
Features 
Birth date 
Ethnicity 
Religion  
Beliefs 
Race 
Nationality 
Environment 
Home 
School 
Surroundings 
Adventures 
Experiences 
DNA 
Fingerprints 
Sexuality 
Gender 
Memories 
Thoughts 
Dreams 
Ambitions 
Hopes 
Insecurities 
Family 
Friends 
Enemies 
Parents 
Emotions 
Flaws 
Personality 
Likes Dislikes 
Fears 
Talents 
Creativity 
Behaviour 
Morals 
Wealth 
 340 
Fingerprints 
 
Finger Print Guide 
    
     
 
There are many different patterns of fingerprints. It's interesting to note that not all 
fingers on a given hand will bear the same pattern. 
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Finger Print Index Card 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 342 
Fingerprint PowerPoint Slides 
 
 
Using an ink pad and an index card
Record your fingerprints, 
Find out exactly what type of 
prints you have
Explore, make inferences and 
observations about your 
fingerprints
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‘Introducing the one… the only…’ 
 
 
 
Ladies and gentlemen, girls and boys,  
please allow me to introduce, the one, the only 
_____________________________________________________________________ 
(name) is 
_____________________________________________________________________ 
(gender, age, eye colour, hair colour, other descriptive features) 
_____________________________________________________________________ 
He/she is interesting and different because 
_____________________________________________________________________ 
He/she is amazing because 
_____________________________________________________________________ 
And he/she if a great friend because 
_____________________________________________________________________ 
Ladies and gentlemen, girls and boys, let’s have a big round of applause for 
_________________________________________________________________ 
 
 
 344 
Positive Self Talk PowerPoint Slides 
 345 
 346 
Self Advertisement 
 
Example of layout for advertisement: 
 
Are you looking for a friend? 
 
 
Well I might be just the person you are looking for! 
 
Description: 
___________________________________________________________ 
___________________________________________________________ 
My strong points: 
___________________________________________________________ 
___________________________________________________________ 
Particularly talented at: 
___________________________________________________________ 
___________________________________________________________ 
I am unique because: 
___________________________________________________________ 
___________________________________________________________ 
I am a good choice of friend because: 
___________________________________________________________ 
___________________________________________________________ 
  
 
 
LESSON TITLE: Media Tricks and Traps 
TIMING AND LENGTH: 1 (60 
minutes) 
LESSON FOCUS: Media Literacy- Identifying common stereotypes and locating portrayals of them in magazine images.  
Identifying famous/successful/popular people who do not fit these stereo types. 
Investigating the ways media advertisements are altered with an emphasis on the idea that you cannot necessarily believe what you see. 
 
LESSON OUTCOMES: EVIDENCE OF LEARNING: 
 
4.1- A student describes and analyses the influences on a sense of 
self 
4.2 – A student identifies and selects strategies that enhance their 
ability to cope and feel supported 
4.3 – A student describes the qualities of positive relationships and 
strategies to address the abuse of power 
4.6 - describes the nature of health and analyses how health issues 
may impact on young people 
4.7 – identifies the consequences of risk behaviours and describes 
strategies to minimise harm 
4.8 – Describes how to access and assess health information, 
products and services  
4.11 –Selects and uses communication skills and strategies clearly 
and coherently in a range of new and challenging situations 
4.12 – assesses risk and social influences and reflects on personal 
experience to make informed decisions 
4.13 – demonstrates cooperation and support of others in social, 
recreational and other group contexts 
4.16 clarifies the source and nature of problems and draws on 
personal skills and support networks to resolve them 
 
Students will be assessed on their ability to: 
 identify and select strategies that enhance their ability to cope 
and feel supported 
 describe strategies to address the abuse of power 
 demonstrate support of others in group contexts  
 use communication skills in a range of new and challenging 
contexts 
A Positive and Healthy You Stage 4: Year 7 
 
  
Students learn about: Students learn to: Suggesting learning & teaching strategies 
Resources/ 
\equipment 
INTRODUCTION 
15min 
 
A sense of self 
– defining a sense 
of self 
– being the same as 
and different 
from others 
– how a sense of 
self can vary in 
different contexts 
 
Adolescence and 
change 
– the physical, 
social and 
emotional 
changes during 
adolescence 
– understanding 
difference and 
diversity 
– the relationship 
between physical 
and emotional 
maturity 
 
Explore the influence 
of the following on a 
sense of self 
 
Investigate the 
changing nature of 
one’s sense of self 
and how it can be 
different in various 
social contexts, eg 
home, school, with 
friends 
 
Describe how 
particular factors 
influencing a sense of 
self are 
interdependent and 
can become 
increasingly 
significant at different 
life stages 
 
Explore the 
relationship between a 
sense of self, body 
 
GROWING & CHANGING 
 
OBJECTIVE- Remind students of the changes that occur during 
puberty/adolescence. Students also explore the feelings and 
emotions that accompany these changes. 
 
As a class, discus puberty and changes that can occur. Using 
stimuli such as internet, PDHPE books and other resources, 
draw on students’ prior knowledge to examine feelings that may 
occur as a result of these changes including anxiety and how to 
combat these. 
 
Example discussion questions/ topics: 
Explain that humans go through specific stages of growth and 
development: newborn infant, toddler, child, adolescent 
(teenager), young adult, middle-aged adult, and elderly adult. 
Write the names of the stages in a row on the board. As you 
mention the different stages, show students the Growing Up, 
Growing Old stills and ask them to point out the physical 
changes that occur at each stage 
 
Ask students to think about a significant change they have been 
through to answer the following questions  
 Do students think they move through the stages of change 
uniformly and sequentially or did they go backwards and 
forwards between the various stages? 
 
Internet 
Markers/board 
 
  
managing the 
changes 
associated with 
puberty, 
including 
reproductive 
health 
 
Changes and 
challenges  
– sources of change 
and challenge, eg 
school, family, 
friendships 
– Identifying fears 
and feelings 
image and views of 
what it means to be 
female or male 
 
Explain the physical, 
social and emotional 
changes that occur 
during adolescence 
 
Identify behaviours 
that indicate the 
positive management 
of changes associated 
with puberty for 
males and females 
 
 Do they remember from previous changes which stages 
were the most difficult? 
 Did or does anyone have any experience that is outside of 
the 6 stages they have looked at?  
 Does anyone think they were ‘stuck’ at any particular 
point? (Students may want to discuss this confidentially 
either with a group teacher or a member of the school 
support staff)  
 Do they feel they have learnt more about change from this 
experience that will enable them to deal effectively with the 
change from primary to high school? 
 
NOTE-This is a time for checking students understanding of the 
meaning of the process they have been through.  
 
Summary- People can potentially achieve greater things/ 
accomplish new things through the change they have been 
through. For example high school -provides opportunities to 
develop skills and make friends  
 
 
 
 
 
 
 
 
 
 
  
BODY 
 
A sense of self 
– defining a sense 
of self 
– being the same as 
and different 
from others 
– how a sense of 
self can vary in 
different contexts 
 
 
Connectedness 
– forms of 
connectedness 
– the importance of 
connections 
– forms of 
alienation 
– creating 
connections 
– attributes of being 
supportive 
 
Interpersonal 
communication 
– the qualities of 
effective 
communication 
 
 
Investigate the 
changing nature of 
one’s sense of self 
and how it can be 
different in various 
social contexts, eg 
home, school, with 
friends 
 
Describe how 
particular factors 
influencing a sense of 
self are 
interdependent and 
can become 
increasingly 
significant at 
different life stages 
 
Explore the 
relationship between a 
sense of self, body 
image and views of 
what it means to be 
female or male 
 
 
 
 
 
PICTURE PERFECT? 
 
OUTCOME: Students will gain an understanding that messages 
with media operate to sell products, messages and ideas that 
can negatively and positively affect a persons’ health. Students 
should learn how to critically analyse advertising to expose 
myths and fallacies 
 
Ask students to think of, and list examples of the ‘media’ and 
the main messages that are conveyed. Examples can include TV 
shows, advertisements, billboards or magazines. Examples – 
introduce new and existing products, inform consumers of the 
products characteristics, help choose between different brands, 
to sell something along with the product such as it will help you 
be sexy, strong, cool, attractive, smart, smooth, honest, reliable 
or successful. 
 
Show the Dove advertisement at  
http://www.youtube.com/watch?v=iYhCn0jf46U and 
http://www.youtube.com/watch?v=-_I17cK1ltY 
 
Discuss the Dove campaign for real beauty including purposes, 
methods and intended audience.  
 
Teacher Focus Questions- What does this picture/ad tell you 
about the beauty and appearance? How does it inform you 
about the characteristics, benefits, or aspects of beauty?  
 
 
 
Computer access 
 
Internet access 
 
Advertisements 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
– overcoming 
barriers to 
communication 
– resolving conflict 
– changing modes 
of communication 
for young people 
 
 
Seeking help 
– benefits of 
support 
– identifying people 
and services that 
provide support 
– accessing support 
– strategies for 
seeking support 
– supporting others 
to seek help 
barriers to accessing 
support 
 
 
Strategies to minimise 
harm 
– acquiring 
knowledge  
– safe attitudes, eg 
concern for others 
Develop a realistic 
sense of their ability 
to respond to and 
cope with challenges 
 
Describe the current 
challenges that may 
face young people and 
predict future 
challenges 
 
 
Enhance their ability 
to seek help  
 
Appreciate that a 
variety of family 
structures exist and 
have the potential to 
provide supportive 
and caring 
environments 
 
Explore the 
influence of family 
and peers as 
adolescents move 
from dependence to 
independence  
 
 
RETOUCHING EXPOSED 
 
OBJECTIVE- Students should learn how to critically analyse 
advertising to expose myths and fallacies 
 
Begin class discussion by showing various media pictures both 
retouched and natural. Students should attempt to interpret 
picture and see if they can pick the incorrect/touched up 
pictures. This activity should be used to start the following class 
discussion.  
 
Using internet and advertising images present pictures/media 
that have been retouched. As a class explore the methods and 
techniques used to re-touch advertisements/magazines (both 
males and females). Explore why people feel the need to change 
what people look like in order to sell an image or product. Using 
various stimuli examine and discuss what people feel like they 
need to look like these unrealistic procedures.  
  
http://demo.fb.se/e/girlpower/retouch/ 
 
Teacher talk- Everything from billboards to commercials to 
magazine images, it is all retouched. 
 
Conclusion – Most media images are not real. Airbrushing, 
altering images is common practice and can be dangerous if we 
believe what we see. 
 
 
Retouched/ 
untouched photos 
 
Internet access 
(advertisement re-
touching) 
 
Advertisements that 
have been retouched 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
impunity, 
responsibility  
– developing 
personal skills, eg 
conflict 
resolution, 
assertive 
behaviour, 
problem solving, 
refusal skills  
– safe and 
supportive 
environments, 
e.g. school, 
community, 
family and peer 
support networks  
 
Accessing health 
information, products 
and services  
– sources of health 
information, e.g. 
family  
– peers, school, 
internet, media, 
GP  
– range of products, 
services and 
personnel 
 
 
 
 
 
 
 
 
 
Describe strategies to 
minimise harm in 
each of the following 
real life situations 
when: 
– at a party 
– feeling 
depressed 
– being offered 
or using drugs 
 
Explain how potential 
for harm can be 
increased as the result 
of an interaction of 
factors, eg peers, 
alcohol use and road 
safety 
 
 
 
 
MEDIAS TRICKS. 
 
OBJECTIVE-Analyse male images and the media messages that 
affect men/males. 
 
Using ‘Men’s Health’ magazine covers (or similar magazines), 
from January to December, students examine each cover in 
small groups. Students identify the features of the male cover 
models and the stereotypical perfect male. In small groups or 
pairs students should critically evaluate the magazine cover 
using knowledge from previous activities. Discuss as a class and 
compare and contrast type of articles, methods used and set out 
of magazines. 
 
NOTE- Can be done as a class or using other health exercise 
magazines and tailored to make up of class (e.g. Women’s 
Health, Dolly etc) 
 
Teacher Focus Questions- Do you think images of boys and men 
are manipulated too?, Do you think this affects the body image 
of boys and young men? How?  
 
 
 
Summary point- Media images are manipulated to be perfect. 
Nobody is really that perfect, not even models. Everybody is 
different and should accept themselves for who they are, not 
what they look like. 
 
Men’s Health 
magazine covers 
 
Internet access 
 
Worksheet 
  
available  
– factors 
influencing 
access, eg culture, 
location 
– reasons for 
preferred services 
and products 
 
Recognise potentially 
unsafe situations and 
respond by 
demonstrating 
personal skills 
 
Identify health 
information, products 
and services designed 
to address the health 
needs of young 
people, e.g. mental 
health, youth health 
services 
 
Evaluate when it is 
appropriate to seek 
assistance from others 
 
CONCLUSION 
(5min) 
 
A sense of self 
– defining a sense of 
self 
– being the same as and 
different from others 
 
 
 
 
Develop a realistic 
sense of their ability 
to respond to and 
cope with challenges 
 
 
 
 
RECAP 
 
Allow students to ask any questions and summaries points leant 
in lessons activities. 
 
 
  
 
EXTENSION- 
 
PHOTOSHOP YOURSELF 
Take photos of students to use for a computer investigation using Adobe Photoshop.  
Allow students to ‘Photoshop’ and ‘airbrush’ their image. 
 
Using the photos, students use Adobe Photoshop to manipulate their image. Students create ‘before’ and ‘after’ pictures. Print pictures 
for students.  
 
Summary – Media images are manipulated to be perfect. Nobody is really that perfect, not even models. Everybody is different and 
should accept themselves for who they are, not what they look like. 
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TEACHERS RESOURCE 
 
 
 
Growing & Changing 
 
Example of interactive website: 
http://www.bbc.co.uk/science/humanbody/body/interactives/lifecycle/teenagers/  
 
 
 
 
 
 
 356 
Picture Perfect 
 
Dove Evolution 
• Progress of retouching in files/layers,  
• Retouching took 4 full days.  
• Make-up, lighting, and shooting took about 4 to 5 hours. 
 
Female evolution: 
http://www.youtube.com/watch?v=iYhCn0jf46U 
 
 
 
Male Evolution: 
http://www.youtube.com/watch?v=-_I17cK1ltY 
http://www.youtube.com/watch?v=8klueT2OK_I  
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Retouching Exposed 
 
Example interactive website: 
http://demo.fb.se/e/girlpower/retouch/  
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Media Literacy PowerPoint Slides: 
 
 
The Growing Body
http://www.bbc.co.uk/science/humanbody/body/interactives/lifecycle/teenagers/
 
 
http://www.youtube.com/watch?v=iYhCn0jf46U
 
http://www.youtube.com/watch?v=8klueT2OK_I
 
 
http://www.youtube.com/watch?v=-_I17cK1ltY
  
 
http://demo.fb.se/e/girlpower/retouch/
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1. Choose the three magazine covers that you would like to analyse 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
2. Describe the physical features of the male on each of the three different covers 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
3. What did you discover about the images of each of the three men? 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
4. Describe the ways in which you think that the images have been computer 
enhanced (e.g. airbrushing, cropping, erasing, merging) 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
  
 
 
LESSON TITLE: Stereotypes: We are NOT all the Same! TIMING AND LENGTH: 1 (60 minutes) 
LESSON FOCUS:  
Social and coping skills, self-esteem  
Identifying what self esteem is, the characteristics that make up a person, identifying positives in ourselves and others and class discussion 
about being unique 
 
LESSON OUTCOMES: EVIDENCE OF LEARNING: 
 
4.1- A student describes and analyses the influences on a sense of self 
4.2 – A student identifies and selects strategies that enhance their ability to 
cope and feel supported 
4.3 – A student describes the qualities of positive relationships and 
strategies to address the abuse of power 
4.6 - describes the nature of health and analyses how health issues may 
impact on young people 
4.7 – identifies the consequences of risk behaviours and describes strategies to 
minimise harm 
4.8 – Describes how to access and assess health information, products and 
services  
4.11 –Selects and uses communication skills and strategies clearly and 
coherently in a range of new and challenging situations 
4.12 – assesses risk and social influences and reflects on personal experience to 
make informed decisions 
4.13 – demonstrates cooperation and support of others in social, recreational and 
other group contexts 
4.16 clarifies the source and nature of problems and draws on personal skills and 
support networks to resolve them 
 
 
 
 
Students will be assessed on their ability to: 
 identify and select strategies that enhance their ability to cope 
and feel supported 
 describe strategies to address the abuse of power 
 demonstrate support of others in group contexts  
 use communication skills in a range of new and challenging 
contexts 
A Positive and Healthy You Stage 4: Year 7 
 
  
Students learn about: Students learn to: Suggesting learning & teaching strategies 
Resources/ 
\equipment 
 
INTRODUCTION 
(10min) 
 
Changes and 
challenges  
– sources of 
change and 
challenge, eg 
school, family, 
friendships 
– Identifying fears 
and feelings 
– Dealing with 
conflicting 
demands 
 
 
 
 
Develop a realistic 
sense of their ability to 
respond to and cope 
with challenges 
 
Describe the current 
challenges that may 
face young people and 
predict future 
challenges 
 
 
 
LISTENING: CHINESE WHISPERS 
 
OBJECTIVE- Students learn the importance of listening and 
communication, particularly in terms of body image and self-
esteem 
 
Have students sit in a circle. Give a student a message by 
whispering in their ear – alternatively write it down and give it 
to them. They whisper it in the next student’s ear, which 
continues until it comes back to the original messenger. The 
last person with the message recites it to the class. Compare to 
the original message and try and pinpoint where the message 
went wrong (if it did).  
 
Teacher talk – Communication is about receiving and giving 
messages. When we have a sense of self we are more likely to 
communicate effectively with others. 
 
 
 
 
 
 
 
 
 
 
Messages 
  
BODY 
 
A sense of self 
– defining a sense 
of self 
– being the same as 
and different 
from others 
– how a sense of 
self can vary in 
different contexts 
 
 
Connectedness 
– forms of 
connectedness 
– the importance of 
connections 
– forms of 
alienation 
– creating 
connections 
– attributes of 
being supportive 
 
Interpersonal 
communication 
– the qualities of 
effective 
communication 
 
 
Investigate the 
changing nature of 
one’s sense of self and 
how it can be different 
in various social 
contexts, eg home, 
school, with friends 
 
Describe how 
particular factors 
influencing a sense of 
self are interdependent 
and can become 
increasingly 
significant at different 
life stages 
 
Explore the 
relationship between a 
sense of self, body 
image and views of 
what it means to be 
female or male 
 
 
Develop a realistic 
sense of their ability to 
respond to and cope 
PERSPECTIVES: ONE WAY OR ANOTHER 
 
OBJECTIVE-Students develop an understanding of how other 
people view them and gain a deeper appreciation of their traits 
and abilities using positive self-talk. Students also gain the 
ability to explain to other people’s strengths and abilities. 
 
Using positive perspective cards (perspective/characteristic 
cards), place cards on some tables at the front of the room. 
Students choose two cards. One card should have a ‘trait/ 
feature’; the other an ‘ability’. In addition, cards can be chosen 
for others, or the teacher can chose cards for the students. 
Students should then discuss why they chose that card for 
themselves and others. 
 
NOTE- If positive perspective cards are not available, cards can be 
written up and laminated and used as a further resource 
 
Teacher Focus Question- If you had to rank the qualities in order of 
importance which would you out first and why? Do you agree with 
what other people have said about your strength 
abilities/characteristics? Would your choice be different? 
 
Variation- This activity can also be run using characteristic and 
qualities cards, whereby students order the qualities they 
admire the most to the least. Students then choose from 
descriptors to answer ‘Who do you admire and why?’ 
 
 
 
 
Positive perspectives 
cards 
Interactive 
board/PowerPoint 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Post-it-notes 
Pens 
Board/ table at front 
  
– overcoming 
barriers to 
communication 
– resolving conflict 
– changing modes 
of 
communication 
for young people 
 
Seeking help 
– benefits of 
support 
– identifying 
people and 
services that 
provide support 
– accessing support 
– strategies for 
seeking support 
– supporting others 
to seek help 
barriers to accessing 
support 
 
Strategies to minimise 
harm 
– acquiring 
knowledge  
– safe attitudes, eg 
concern for 
with challenges 
 
Describe the current 
challenges that may 
face young people and 
predict future 
challenges 
 
 
Enhance their ability 
to seek help  
Appreciate that a 
variety of family 
structures exist and 
have the potential to 
provide supportive 
and caring 
environments 
 
Explore the influence 
of family and peers 
as adolescents move 
from dependence to 
independence  
 
Describe strategies to 
minimise harm in each 
of the following real 
life situations when: 
– at a party 
 
WHO DO YOU ADMIRE? 
OBJECTIVE: Students gain an understanding qualities and 
characteristics that make people be admired. Students also 
develop an insight into lasting and positive characteristics. 
 
In small groups, on butcher’s paper, students brainstorm the 
things that they admire about others. This can also be done as a 
whole group on an interactive face e.g. smart board etc. 
 
Once this is done, each student gets given a post-it-note. They 
must then think of and write down the name of a person they 
admire and three qualities as to why. Each student then comes 
to the front of the room to stick up their ‘post-it-note’.  
 
Ask students one by one to come to the front of the room and 
take off a post-it-note. Students should then read the name 
aloud to the class and explaining the admirable features of that 
person.  
 
Teacher Focus Questions- ‘What do you admire or observe 
about others? Who do you admire and why? 
 
Summary point– People are unique and complex characters 
made up by a variety of inner qualities that never fade.  
 
 
 
 
 
of room 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Paper 
Pens 
 
 
 
 
  
others impunity, 
responsibility  
– developing 
personal skills, 
eg conflict 
resolution, 
assertive 
behaviour, 
problem solving, 
refusal skills  
– safe and 
supportive 
environments, 
e.g. school, 
community, 
family and peer 
support networks  
 
Accessing health 
information, products 
and services  
– sources of health 
information, e.g. 
family  
– peers, school, 
internet, media, 
GP  
– range of 
products, 
services and 
– feeling 
depressed 
– being offered 
or using drugs 
 
Explain how potential 
for harm can be 
increased as the result 
of an interaction of 
factors, eg peers, 
alcohol use and road 
safety 
 
Recognise potentially 
unsafe situations and 
respond by 
demonstrating 
personal skills 
 
Identify health 
information, products 
and services designed 
to address the health 
needs of young people, 
e.g. mental health, 
youth health services 
 
Evaluate when it is 
appropriate to seek 
assistance from others 
 
SOCIAL NETWORK 
 
OBJECTIVE- Students examine social relationships and where 
to get help. Students also develop an understanding of problem 
solving techniques, Understand that it is ‘OK’, to ask for help, 
and learn to identify potential support people and how to 
access that support. 
 
Students draw a target in their book (A circle in the centre and 
three surrounding circles). In the centre they write their name. 
In the next circle write the people who are closest with the 
strongest bonds (support you, talk with, close feelings for). 
Inside the next circle names of people you like and feel 
friendly with (friends, distant relatives, people you want to get 
to know better). In the next circle write the people you know, 
but are not close with. Have students reflect on their responses 
and have a brief discussion. Students should then re-do this 
activity with who they would go to for support. Discuss any 
differences and reasons why. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
personnel 
available  
– factors 
influencing 
access, eg 
culture, location 
– reasons for 
preferred 
services and 
products 
 
  
STEREOTYPES & THE MEDIA 
 
OBJECTIVE-Demonstrate knowledge of the dangers of 
stereotypes and the affect it can have on a person’s self-
concept. Students will also explore media messages and 
critically analyse media stereotypes 
 
In small groups students work together to create a list of male 
and female stereotypes. Students should write down what they 
think the media message is trying to portray. What, if any, 
stereotypes are present in the advertisement? Complete on 
butcher’s paper. Groups present what they came up with.  
 
Can you find an example of this in a magazine? 
 
Hand each group a magazine in which they find one example 
of how advertising creates and perpetuates stereotypes. They 
choose a picture that represents a stereotype. For example 
‘perfect’ baby, macho man, thin model. The group makes up a 
funny caption sending up or contradicting the stereotype. 
 
Present picture and caption to the class. 
 
 
 
 
 
 
 
 
 
Butcher’s paper 
Markers 
Magazines 
 
  
 
Teacher Focus Questions – Do you agree or disagree with the 
stereotypes that our society presents? How does advertising 
change the way we think about men and women? What are the 
main messages of some of the stereotypes? Why does the 
media like to portray stereotypes rather than a true portrayal 
of society? Why can stereotypes be dangerous and how can it 
affect a person’s self-concept? 
 
Summary point- Stereotypes need to be critically evaluated and 
rejected. They are used to sell a product, brand or concept. As 
consumers of media we must always be aware of media 
messages. We do not have to believe these stereotypes and we 
do not have to accept them! 
 
CONCLUSION 
(5min) 
 
A sense of self 
– defining a sense of 
self 
– being the same as and 
different from others 
 
 
 
 
Develop a realistic 
sense of their ability to 
respond to and cope 
with challenges 
 
 
PERSONAL REFLECTION 
 
OBJECTIVE- Students reflect upon lesson and apply to 
personal behaviour/perspective 
 
Students are to write in their books 5 qualities they personally 
find important to a positive relationships and which qualities 
they admire about themselves. 
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TEACHERS RESOURCE 
 
Listening: Chinese Whispers 
 
Example messages 
 
• Be careful how you are talking to yourself because you are listening. Lisa 
Hayes 
 
• It is not who you are that holds you back. It is who you think you’re not. 
 
• If others could hear you voice, would they be shocked about what you say 
about yourself? 
 
• I AM are two of the most powerful words. For what you put after them shapes 
your reality 
 
 
 
Social Network 
 
Example Target: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NAME 
People you have the 
strongest and closest 
bonds with: 
- Support 
- Talk to 
- Comfortable 
with 
People you like and 
are friendly with: 
- Friends 
- Distant 
relatives 
- People you 
would like to 
get to know 
better 
People you are not 
particularly close to: 
- You want them be 
friends rather than 
acquaintances 
 369 
Stereotypes and the Media 
 
Examples: 
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LESSON TITLE: What’s this all about?: Word Power and Standing up for Yourself TIMING & LENGTH: 1 (60 minutes) 
LESSON FOCUS: This unit explores a sense of self in relation to changing relationships and circumstances, dealing with challenges and change 
involved with bullying, harassment and power in relationships and the importance of connectedness and support networks in seeking help. Students 
examine power, conflict and cooperation in relationships and explore strategies to help manage a range of situations, including cyberbullying. Students 
also explore a range of ICT and other strategies to raise awareness and make a positive difference in supporting and enhancing the health of others in the 
community. This unit focuses on promoting positive relationships and ensuring students feel they have the capacity to manage potential experiences with 
cyberbullying either as a target or a bystander. Students identify the nature of bullying and harassment and explore strategies for preventing and dealing 
with it. Problem solving and decision making: Identifying how powerful words can be and finding helpful ways of responding to unfair comments from 
others. Included activities on resilience, self-assurance, bullying, cyberbullying and support structures  
LESSON OUTCOMES: EVIDENCE OF LEARNING: 
4.1- A student describes and analyses the influences on a sense of self 
4.2 – A student identifies and selects strategies that enhance their ability to cope 
and feel supported 
4.3 – A student describes the qualities of positive relationships and strategies to 
address the abuse of power 
4.6 - describes the nature of health and analyses how health issues may impact on 
young people 
4.7 – identifies the consequences of risk behaviours and describes strategies to 
minimise harm 
4.8 – Describes how to access and assess health information, products and 
services  
4.11 –Selects and uses communication skills and strategies clearly and coherently 
in a range of new and challenging situations 
4.12 – assesses risk and social influences and reflects on personal experience to 
make informed decisions 
4.13 – demonstrates cooperation and support of others in social, recreational and 
other group contexts 
4.16 clarifies the source and nature of problems and draws on personal skills and 
support networks to resolve them 
 
 
 
 
Students will be assessed on their ability to: 
 identify and select strategies that enhance their ability to cope 
and feel supported 
 describe strategies to address the abuse of power 
 demonstrate support of others in group contexts  
 use communication skills in a range of new and challenging 
contexts 
A Positive and Healthy You Stage 4: Year 7 
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Students learn about: Students learn to: Suggesting learning & teaching strategies 
Resources/ 
\equipment 
INTRODUCTION 
20min 
 
Connectedness 
– forms of connectedness 
– the importance of 
connections 
– forms of alienation 
– creating connections 
– attributes of being 
supportive 
 
Caring and respectful 
relationships 
– qualities of positive 
relationships 
– rights and 
responsibilities in 
relationships  
– listening and accepting 
opinions of others 
– give and take 
– providing and accepting 
support 
– expressing your own 
needs 
– negotiating respect and 
support 
– appreciating diversity in 
relationships 
 
Bullying and harassment 
 
Identify individuals, 
groups or places to 
which they feel a strong 
sense of belonging and 
explain how these help 
them to feel supported 
and connected 
 
Recognise forms of 
bullying and harassment, 
including sex-based 
harassment, and devise 
help-seeking strategies 
 
Describe ways that they 
could help others who 
are being harassed, eg 
assist them to seek help, 
offer friendship 
 
Examine their 
behaviours and language 
and recognise the 
potential impact of these 
on their own and others’ 
mental health  
 
Recognise potentially 
unsafe situations and 
respond by 
demonstrating personal 
skills: to counteract the 
influence of others  
to influence others to 
 
CYBERSPACE NETWORKS AND MODES: DISCUSSION 
 
OBJECTIVE: Students demonstrate prior knowledge about social 
network sites, cyberbullying, safe internet and web usage/ 
safeguards. Students also investigate other students understanding 
about cyberspace and cyber communication 
 
As a class group or in break students into small groups to 
brainstorm and identify the different technology-based services 
used today by youth as a form of social communication:  
 
Examples may might include: 
 instant messaging (MSN) 
 text messages (SMS and MMS)  
 chat in public forums 
 social networking (Facebook, MySpace) 
 blogs 
 wikis 
 pod or yodcasting (YouTube) 
 virtual worlds and multiplayer online games 
 video and photo-sharing sites (YouTube, Flickr) 
 microblogging (Twitter)  
 
 
 
 
 
Whiteboard 
markers 
PowerPoint 
Example sheet from 
cybersmart 
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– recognising bullying 
and harassment 
– reasons for bullying and 
harassment  
– effects of bullying and 
harassment 
– barriers to reporting 
 
Seeking help 
– benefits of support 
– identifying people and 
services that provide 
support 
– accessing support 
– strategies for seeking 
support 
– supporting others to 
seek help 
– barriers to accessing 
support 
 
Strategies to minimise harm 
– acquiring knowledge, 
safe attitudes, 
developing personal 
skills, safe and 
supportive 
environments 
modify their behaviour  
 
Identify health 
information, products 
and services designed to 
address the health needs 
of young people, e.g. 
mental health, youth 
health services 
 
 
Follow up questions could address the following: 
 A description of the technology and how youth use it to 
communicate/ misuse technology 
 Some benefits of using this technology. 
 The safety information and features provided for users. 
 
QUESTION BOX 
OBJECTIVE: Students investigate and discuss examples of cyber 
communication, both negative and positive consequences and 
gain a deeper understanding of youth experiences on social 
network sites and avenues of seeking help. 
 
Students ask questions or give examples about cyberbullying and 
social network systems anonymously. As a class discuss questions 
including any sensitive topics and issues that arise. Students write 
responses on paper and put them in a question box (box or 
something similar). Depending on size of class, discuss in small 
facilitated groups or as a whole class, the implications, and 
possible answers to any follow-up questions. 
 
Sample questions may include: 
- Could there be any other ways to respond to this situation or a similar 
situation? 
- Where could these people go for help? 
- How could this situation be avoided? 
- Are there any safeguards on the websites or through the providers that 
could have been implemented? Which ones? 
 
 
 
 
 
 
 
Whiteboard 
markers 
PowerPoint 
Question box 
Spare paper and 
pens 
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BODY 
A sense of self 
– how a sense of self can 
vary in different contexts 
 
Changes and challenges  
– sources of change and 
challenge 
– Identifying fears and 
feelings 
– Dealing with conflicting 
demands 
 
Connectedness 
– forms of connectedness 
– the importance of 
connections 
– forms of alienation 
– creating connections 
– attributes of being 
supportive 
 
Caring and respectful 
relationships 
– qualities of positive 
relationships 
– rights and responsibilities 
in relationships  
– listening and accepting 
opinions of others 
– give and take 
– providing and accepting 
support 
 
Identify individuals, groups 
or places to which they feel 
a strong sense of belonging 
and explain how these help 
them to feel supported and 
connected 
 
Identify formal and 
informal school activities 
that promote a sense of 
belonging for students 
 
Identify strategies and 
behaviours for negotiating 
caring and respectful 
relationships in a range of 
settings relevant to young 
people 
 
Develop a commitment to, 
and skills for, challenging 
the abuse of power 
 
Recognise forms of 
bullying and harassment, 
including sex-based 
harassment, and devise 
help-seeking strategies 
 
Describe ways that they 
could help others who are 
being harassed, eg assist 
them to seek help, offer 
friendship 
 
 
 
 
 
CYBER BULLYING CASE STUDIES (30min) 
 
OBJECTIVE: Students investigate and gain a deeper 
understanding of cyberbullying, the different avenues in which 
this can occur and examine possible solutions or advice to youth 
going through similar cyber situations 
 
Using the cyberbullying case studies available on 
www.reachout.com or on power-point presentation, facilitate a 
class discussion on the consequences of cyberbullying, real life 
situations, people who could be involved, relationships and social 
networks and solutions to real life cyberbullying situations. 
Discussions may also link to current events or particular youth 
examples from current media.  
 
http://au.reachout.com/Cyberbullying  
 
 
 
 
 
 
 
 
 
Whiteboard 
markers 
PowerPoint 
Case studies 
Reachout website- 
internet 
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– expressing your own 
needs 
– negotiating respect and 
support 
– appreciating diversity in 
relationships 
 
Types and nature of 
relationships 
– relating appropriately in 
different relationships 
and situations 
– factors influencing 
relationships 
 
Power in relationships 
– sources and types of power 
– positive use of power  
– abuse of power 
– power balance 
– influence of gender 
stereotypes 
– impact of the use of power 
 
Bullying and harassment 
– recognising bullying 
and harassment 
– reasons for bullying and 
harassment  
– effects of bullying and 
harassment 
– barriers to reporting 
 
Seeking help 
– benefits of support 
– identifying people and 
 
Enhance their ability to 
seek help by: 
– establishing individual 
support networks of adults 
and peers 
– practising ways of 
accessing help, eg role-
play, use of internet  
– identifying barriers to 
seeking support, eg lack of 
confidentiality, trust 
– proposing strategies to 
overcome barriers 
 
Examine their behaviours 
and language and recognise 
the potential impact of 
these on their own and 
others’ mental health  
 
Recognise potentially 
unsafe situations and 
respond by demonstrating 
personal skills:  
– to counteract the 
influence of others  
– to influence others to 
modify their behaviour  
 
Identify health information, 
products and services 
designed to address the 
health needs of young 
people, e.g. mental health, 
youth health services 
 
 
ANTI-BULLYING AD (10min) 
 
OBJECTIVE: Students examine current cyberbullying and anti-
bullying media and suggest strategies to counteract the rising 
cyberbullying among youth 
 
Students watch an anti-bullying ad on YouTube. As a class, 
discuss implications of youth in video, students’ responses, 
various connotations and meanings behind video and similar 
method to prevent and inform youth about cyberbullying. 
Discussion should also include the possible effects on youth’s 
mental health. 
 
http://www.youtube.com/watch?v=nWJut7KQhI4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Whiteboard 
markers 
PowerPoint 
YouTube access 
- anti-bullying ad 
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services that provide 
support 
– accessing support 
– strategies for seeking 
support 
– supporting others to 
seek help 
– barriers to accessing 
support 
 
Mental Health  
– defining mental health  
– the nature of mental 
health problems  
– factors that support 
mental health  
– Expectations, rights and 
responsibilities in 
relationships 
 
Strategies to minimise 
harm 
– acquiring knowledge, 
safe attitudes, developing 
personal skills, safe and 
supportive environments 
 
 
 
 
 
 
 
 
 
DIGITAL REPUTATION (5min) 
 
OBJECTIVE: Students are encouraged to consider concepts such 
as ‘digital footprints’ and ‘online reputation’ and the persistent 
nature of the internet.  
 
Students brainstorm the implications of social network sites on 
privacy and youth communication. Students discuss the positives 
and negatives of social networks and ICT technologies (including 
iphone, ipad etc) in relation to youth communication and how 
relationships could be affected by misuse of such technologies. 
 
NOTE: Teachers could also explain how people can use various 
digital and online technologies to selectively promote and 
embellish representations of their image and identity through the 
creation of online avatars and profiles, and subsequent possible 
examples of cyberbullying.  
 
 
Whiteboard 
markers 
PowerPoint 
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CONCLUSION 
25min 
Caring and respectful 
relationships 
– qualities of positive 
relationships 
– rights and 
responsibilities in 
relationships  
– listening and accepting 
opinions of others 
– providing and accepting 
support 
– expressing your own 
needs 
– negotiating respect and 
support 
– appreciating diversity in 
relationships 
 
Types and nature of 
relationships 
– relating appropriately in 
different relationships 
and situations 
– factors influencing 
relationships 
 
Bullying and harassment 
– recognising bullying 
and harassment 
– reasons for bullying and 
harassment  
– effects of bullying and 
harassment 
 
 
Develop a commitment 
to, and skills for, 
challenging the abuse 
of power 
 
Recognise forms of 
bullying and 
harassment, including 
sex-based harassment, 
and devise help-
seeking strategies 
 
Describe ways that they 
could help others who 
are being harassed, eg 
assist them to seek 
help, offer friendship 
 
Enhance their ability to 
seek help by: 
– establishing 
individual support 
networks of adults and 
peers 
– practising ways of 
accessing help, eg role-
play, use of internet  
– identifying barriers 
to seeking support, eg 
lack of confidentiality, 
trust 
– proposing strategies 
 
‘STOP’ CYBERBULLYING/ G.E.T R.I.D of the BULLY 
(15min) 
 
OBJECTIVE: Students identify how powerful words can be, and 
explore helpful ways of responding to unfair comments from 
others.  
 
Students look at strategies on how to approach cyberbullying 
situations, how to combat or respond to friends in cyberbullying 
situations as the perpetrator or victim, and examine the most 
useful information to equip students and youth in cyber situations. 
Specific strategies that should be examined and understood should 
include ‘STOP’ and ‘G.E.T R.I.D of the bully’. Students should 
also investigate safely methods and precautions that should be in 
place when using social networks or technology in different 
situations and among youth.  
 
Students should also be orientated with how they safely access 
and use the technology following school’s guidelines on ICT 
access and use within school.  
 
 
 
 
 
 
 
 
 
 
Whiteboard 
markers 
PowerPoint 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 377 
– barriers to reporting 
 
Seeking help 
– benefits of support 
– identifying people and 
services that provide 
support 
– accessing support 
– strategies for seeking 
support 
– supporting others to 
seek help 
– barriers to accessing 
support 
 
Strategies to minimise 
harm 
– acquiring knowledge, 
safe attitudes, developing 
personal skills, safe and 
supportive environments 
 
Accessing health 
information, products and 
services  
– sources of health 
information, e.g. family  
– peers, school, internet, 
GP 
to overcome barriers 
 
Examine their 
behaviours and 
language and recognise 
the potential impact of 
these on their own and 
others’ mental health  
 
Recognise potentially 
unsafe situations and 
respond by 
demonstrating personal 
skills:  
– to counteract the 
influence of others  
– to influence others to 
modify their behaviour  
 
Identify health 
information, products 
and services designed 
to address the health 
needs of young people, 
e.g. mental health, 
youth health services 
 
 
Focus questions: 
 How and why is positive online behaviour and use of 
appropriate skills important when creating and 
communicating with different online audiences? 
 How and why should you maintain a balanced approach to 
internet use? 
 How can knowledge of communication protocols and a code 
of conduct in relation to personal internet use help me to 
select and use different communication modes effectively with 
varied audiences? 
 What are my responsibilities in relation to using the internet 
ethically to communicate? 
 What is my online image and how might it impact on my 
digital reputation? 
 
Teacher Talk- Remind students they should always think before 
they send, what they should do and where they can get help if they 
find themselves in a cyberbullying situation: 
 
 
CYBERBULLYING 
‘Don’t be part of it, 
act to stop it and 
THINK BEFORE YOU SEND’ 
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EXTENSION ACTIVITY- 
 
In groups of four, ask the students to review their current social networking profile if they have one, or to create a profile if they 
don’t have one. Students who need to create a profile can either use pencil and paper or a programme such as PowerPoint for the 
purpose of this activity.  
 
Ask each student in the group to play one of the following roles when commenting on a student’s profile: 
 parent, grandparent or carer 
 close friend 
 employer. 
 
Every student’s profile needs to be considered from the point of view of each of the roles. Questions to be considered as part of the review might 
include:  
 Is the profile appropriate?  
 What do the photos in the profile reveal about the person?  
 Is the information provided personal?  
 Would this profile attract unwanted attention? 
 
After the review has been completed remind students of the concept of digital footprints introduced at the start of this topic and the notion of 
reputation and the need to protect it. Emphasise that once content is posted to the web it remains there into the future.  
Check if anyone in the class has decided to change their profile. Conclude the activity with a reminder that students should check that their 
profiles are set to private. However, remind students that they cannot completely rely on the privacy settings if they accept ‘friends’ who are not 
known to them in real life. 
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TEACHERS RESOURCE 
 
Cyberspace Networks and Modes 
Technology Great for: Examples of misuse: 
 
Mobile phones 
Keeping in touch by voice or text, 
taking and sending pictures and film, 
listening to music, playing games, 
going online and sending emails. 
Useful in emergency situations and for 
allowing children a greater sense of 
independence. 
Sending nasty calls of text messages, 
including threats, intimidation, and 
harassment. Taking and sharing 
humiliating images. Videoing other 
people being harassed and sending 
these to other phones or internet sites. 
 
Instant Messenger 
(IM) 
Text or voice chatting live with friends 
online. A quick and effective way of 
keeping in tough even while working 
on other things 
Sending nasty messages or content. 
Using someone else’s account to 
forward rude or mean messages via 
their contacts list. 
 
Chatrooms and 
message boards 
 
Groups of people aroung the world can 
tezt or voice chat live about common 
interests. For young people, this can be 
an easy way to meet new people and 
explore issues which they are too shy 
to talk about in person. 
Sending nasty or threatening 
anonymous messages. Groups of 
people deciding to pick on or ignore 
individuals. Making friends under 
false pretences – people pretending to 
be someone they’re not in order to get 
personal information that they can 
misuse in a range of ways – e.g. by 
spreading secrets or blackmailing. 
 
Email 
 Sending electronic letters, pictures and 
other files quickly and cheaply 
anywhere in the world. 
Sending nasty or threatening 
messages. Forwarding unsuitable 
content including images and video 
clips, or sending computer viruses. 
Accessing someone else’s account, 
e.g. to forward personal emails or 
delete emails. 
 
Webcams 
 
Taking pictures or recording messages. 
Being able to see and talk to someone 
live on your computer screen. 
Bringing far-off places to life or video 
conferencing 
Making and sending inappropriate 
content. Persuading or threatening 
young people to act in inappropriate 
ways. Using inappropriate recordings 
to manipulate young people. 
 
Social network 
sites 
 
Socialising with your friends and 
making new ones within online 
communities. Allowing young people 
to be creative online, even publishing 
online music. Personalising 
homepages and profiles, creating and 
uploading content. 
Posting nasty comments, humiliating 
images / video. Accessing another 
person’s account details and sending 
unpleasant messages, deleting 
information or making private 
information public. Groups of people 
picking on individuals by excluding 
them. Creating fake profiles to pretend 
to be someone else, e.g. to bully, 
harass or get the person into trouble. 
 
Video hosting 
sites 
 
Accessing useful educational, 
entertaining and original creative 
video content and uploading your own. 
Posting embarrassing, humiliating film 
of someone. 
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Virtual Learning 
Environments 
(VLEs) 
 
School site, usually available from 
home and school, set up for tracking 
and recording student assignments, 
tests and activities, with message 
boards, chat and IM. 
 
 
 
Posting inappropriate messages or 
images. Hacking into someone else’s 
account to post inappropriate 
comments or delete schoolwork. 
 
Gaming sites, 
consoles and 
virtual worlds 
Live text or voice chat during online 
gaming between players across the 
world, or on handheld consoles with 
people in the same local area. 
Virtual worlds let users design their 
own avatars – a figure that represents 
them in the virtual world. 
Name-calling, making abusive / 
derogatory remarks. Players may pick 
on weaker or less experienced users, 
repeatedly killing their characters. 
Forwarding unwanted messages to 
other devices in the immediate 
vicinity. 
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Cyber bullying Case Studies 
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Anti-bullying Ad 
 
http://www.youtube.com/watch?v=nWJut7KQhI4  
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Getting Help 
 
If you have been bullied or witnessed others been bullied and  
need help contact:  
 
 
Kids Help Line (1800 55 1800) is a free and confidential, 
telephone counseling service for 5 to 25 year olds in Australia. 
http://www.kidshelp.com.au  
 
 
Lifeline (13 11 14) is a free and confidential service 
staffed by trained telephone counsellors. 
http://www.lifeline.org.au  
 
 
The Australian Human Rights Commission (1300 656 419) has a complaint 
handling service that may investigate complaints of 
discrimination, harassment and bullying 
http://www.humanrights.gov.au/complaints_inform
ation/index.html  
 
 
Some good websites which deal with cyber bullying: 
www.bullyingnoway.com.au can provide you with tactics that you can use to respond 
to bullying 
www.netalert.gov.au also has a hotline you can call if you need help 
www.staysmartonline.gov.au  
www.cybersmartkids.com.au  
www.netsmartz.org  
www.thinkuknow.org.au/  
www.soso.org.au/  
 
Also see ‘Reachout’ counselling page for information about 
people you can talk to. You don’t have to deal with the 
problem on your own. 
 
NSW Department of Education and Training phone contacts:  
Illawarra and South Coast 4222 2929 
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PowerPoint Slides: Standing up for yourself  
 
 
CYBERSPACE
 
 
 
 
http://au.reachout.com/Cyberbullying
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http://www.youtube.com/watch?v=nWJut7KQhI4
 
 
 
 
immediately leave the online environment or activity where 
bullying is going on (chat room, forum,  game, instant messenger 
etc)
emails or instant messages received from the perpetrator. 
NEVER RESPOND
all harassing messages and send them to your internet provider 
(yahoo, Hotmail etc). Most providers have policies about users  
harassing people on their server
about to a trusted adult; alert the police when bullying involves 
physical threats
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o  block or delete the person engaging in cyberbullying. 
nsure you keep evidence of bullying. 
ell someone. 
eport abuse. 
gnore bullying behaviour. 
elete the bullying message (after saving a copy), and don’t forward via text or 
send 
chat logs to others.
G.E.T. R.I.D. of the bully:
 
Getting Help
If you have been bullied or witnessed others been bullied and 
need help contact: 
Kids Help Line (1800 55 1800) is a free and confidential, 
telephone counseling service for 5 to 25 year olds in Australia. 
http://www.kidshelp.com.au
Lifeline (13 11 14) is a free and confidential service staffed by 
trained telephone counsellors. http://www.lifeline.org.au
The Australian Human Rights Commission (1300 656 419)
has a complaint handling service that may investigate complaints of 
discrimination, harassment and bullying
http://www.humanrights.gov.au/complaints_information/index.ht
ml  
 
 
Some good websites which deal with 
cyber bullying
www.bullyingnoway.com.au can provide you with tactics that you can 
use to respond to bullying
www.netalert.gov.au also has a hotline you can call if you need help
www.staysmartonline.gov.au
www.cybersmartkids.com.au
www.netsmartz.org
www.thinkuknow.org.au/
www.soso.org.au/
Also see  ‘Reachout’ counselling page for information about people you 
can talk to. You don’t have to deal with the problem on your own.
NSW Department of Education and Training phone contacts:
Illawarra and South Coast 4222 2929
  
 
 
